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Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
>lan,  check  on  whether  or  not  the 
>atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
>een.  Along  with  the  medical  and 
acial  history,  this  information  can 
elp  you  determine  initial  dosage, 
te  possibility  of  side  effects  and 
te  ultimate  prospects  of  success 
r failure. 

W hile  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
; excessiye  psychic  tension  per- 
sts  and  should  be  discontinued 
'hen  you  decide  it  has  accom- 
lished  its  therapeutic  task.  In 
meral,  w hen  dosage  guidelines 
*e  follow  ed,  Valium  is  well 
derated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
id  1 o-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
Jive  been  the  most  commonly  re- 
nted side  effects. 

Until  response  is  determined, 
xitients  receiving  Valium  should 
ie  cautioned  against  engaging  in 
tazardous  occupations  requiring 
:omplete  mental  alertness,  such 
is  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

\\  arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
atertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  roo  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 
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Letter  to 
Editor 


October  12,  1972 

Mr.  Robert  D.  Johnson 
Executive  Secretary 

South  Dakota  State  Medical  Association 

711  North  Lake  Avenue 

Sioux  Falls,  South  Dakota  57104 

Dear  Mr.  Johnson: 

On  behalf  of  the  American  Cancer  Society, 
South  Dakota  Division.  Inc.,  I want  to  take  this 
opportunity  to  say  thank  you  to  the  South  Da- 
kota State  Medical  Association  for  their  $50.00 
contribution  to  this  year’s  Newspaper  Feature 
Editorial  Contest. 

Winners  of  the  contest  were : 

Mrs.  Norma  Brick,  Family  Editor  of  “Sun- 
day”, weekly  newspaper  entry. 

Mrs.  Pearl  Brunken,  Woman’s  Editor, 
Rapid  City  Journal,  daily  newspaper 
entry. 

Your  continued  support  in  this  worthwhile 
project  is  much  appreciated. 

Sincerely, 

Naomi  Kuchta 
Program  Director 
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In  serious  gram-negative  infections* 

Simplified 
dosage  guideline 


C 


Usual  adult  dosage  - - I.M.  and  I.V.  - - in  patients  with 

normal  renal  function 


132  lbs.  or  less 


1 .5  cc.  (60  mg.) 
every  8 hours 


Serious  Infections:  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 
3 mg. /kg. /day  administered  in  three  equal 
doses  every  8 hours. 


Over  132  lbs. 


2 cc.  (80  mg.) 
every  8 hours 


i 

0 


* 


Due  to  susceptible  organisms 


Life-Threatening  Infections:  Dosages  of 
up  to  5 mg., /kg. /day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg. /kg. /day  as 
soon  as  clinically  indicated. 


Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg. /kg. /day  in  three  equal  doses 
every  8 hours. 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


creatinine  or  oliguria).  Evidence  of  ototox 
icity  requires  dosage  adjustments  or  dis 
continuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions 
peritoneal  dialysis  or  hemodialysis  will  ai( 
in  removal  of  gentamicin  from  the  blood 
Serum  concentrations  should  be  monitor 
ed  when  feasible  and  prolonged  concentra 
tions  above  12  meg. /ml.  should  be  avoided 
Concurrent  use  of  other  neurotoxic  and. 
or  nephrotoxic  drugs,  particularly  strepto 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist-Editor 


Milton  G.  Mutch.  M.D.,  FACOG* 

Obstetrician-Gynecologist-Discusser 


FORTY-SEVEN  YEAR  OLD  WOMAN  WITH  DYSPNEA 
AND  MULTIPLE  NODULES  IN  THE  LUNG  FIELDS 


CASE  NO.  551376 

CHIEF  COMPLAINT:  This  is  a 47-year  old  Caucasian 
mother  of  nine  who  after  returning  from  a two  week 
trip  to  the  West  Coast  around  Christmas  season  de- 
veloped a flu-like  syndrome.  She  was  placed  on  anti- 
biotics by  a family  physician  without  improvement. 
One  week  prior  to  admission,  she  developed  acute  onset 
of  dyspnea  without  chest  pain.  She  also  “vomited” 
pink,  frothy  fluid.  She  was  hospitalized  in  another 
hospital  for  a few  days  with  worsening  of  dyspnea. 
Chest  x-rays  at  that  time  revealed  multiple  densities 
in  both  lung  fields.  She  was  transferred  to  Sioux  Val- 
ley Hospital  on  1-13-72  for  evaluation. 

PAST  MEDICAL  HISTORY:  Unremarkable,  except 

for  nine  pregnancies  and  deliveries.  In  1957  and  in 
April,  1970,  she  had  had  a hydatidiform  mole,  benign, 
diagnosed.  She  had  had  a hysterectomy  in  April,  1970. 

REVIEW  OF  SYSTEMS:  She  had  been  in  excellent 
health  up  until  the  time  of  illness.  She  had  no  history 
of  change  in  bowel  or  bladder  habits.  No  history  of 
food  intolerance,  diarrhea,  melena  or  bright  red  blood 
in  the  stools.  No  history  of  neurological  change. 

Physical  Examination:  Revealed  an  obese  (210  lbs.) 
5'5"  tall,  female  in  respiratory  distress. 

Vital  Signs:  Pulse  110/min,  respiratory  rate  28/min, 
temperature  98.8°F,  B.P.  120  systolic,  70  diastolic. 

Heent:  Unremarkable. 

Neck:  Supple,  no  adenopathy. 

Cardiovascular:  Heart  rate  110/min.  with  regular 

rhythm.  Grade  II/VI  systolic  ejection  murmur,  heard 
best  in  aortic  area  and  along  left  sternal  border. 

Respiratory:  Rapid  shallow  respirations  with  moist 

inspiratory  and  expiratory  rales,  bilaterally.  Areas  of 
dullness  were  scattered  over  both  lung  fields. 

G.  I.:  Obese  and  distended.  No  masses  or  organomeg- 
aly. No  tenderness. 

Vaginal:  Left  Adnexal  mass. 

Rectal:  Unremarkable. 

Neurological:  Physiologic. 

Hospital  Workup  and  Course: 

""Obstetrician-Gynecologist,  Sioux  Valley  Hospital, 
Clinical  Faculty,  School  of  Medicine,  The  University 
of  South  Dakota 

**Pathologist,  Laboratory  of  Clinical  Medicine,  Sioux 
Valley  Hospital,  and  Professor  of  Pathology,  School 
of  Medicine,  University  of  South  Dakota 


Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA 
08032  from  the  National  Cancer  Institute  of  the  National  Institute 
of  Health,  U.  S.  Public  Health  Service. 


Laboratory  Findings: 

1.  Urinalysis  - pH  5.0  Specific  gravity  - 1.011 
Protein  1+,  negative  for  sugar,  ketone,  bile 
Microscopic  WBC/hpf  2-5/hpf 

RBC/hpf  25/hpf 

2.  CBC  - hemoglobin  8.5  gm%  Hematocrit  27  vol% 
WBC  - 17,000 /mm3  Differential  - 

75%  segmented  neutrophils 
21%  lymphocytes 
4%  monocytes 
Nucleated  reds  2/100WBC 
Smear  - anisocytosis,  polychromasia 
platelets  - 250,000/mm3 

Indices  Mean  corpuscular  hemoglobin  - 31  micro- 
micrograms 

Mean  corpuscular  volume  - 99  cubic  micra 
Mean  corpuscular  hemoglobin  concentra- 
tion - 31% 

Smear  was  suggestive  of  acute  and  chronic  blood 
loss 

3.  Sedimentation  rate  5mm /hr 

4.  Blood  gases 
pH  7.49 

PC02  33  mm  of  Hg 
HC03  25  meq/L 
Na  132  meq/L 
K 3.4  mea/L 
U 101  meq/L 

5.  Skin  tests 
Mantoux  - negative 
Blastomycosis  - negative 
Coccidioidomycosis  - negative 

Histoplasmosis  - negative.  Blood  culture  showed 
no  growth  after  3 days. 

6.  Brucella,  Tularemia,  cold  agglutinins,  febrile  ag- 
glutinins and  proteus  titers  - negative.  CBC  on 
1/14/71  revealed  hemoglobin  7.7  gm%  and  hemato- 
crit 23  vol%,  2 units  packed  cells  raised  these 
values  to  hemoglobin  9.2  gm%  and  hematocrit  20 
vol% 

7.  Total  Iron  (Normal  50-180  megm%)  61  mcgm% 

8.  Direct  coombs  - negative 

9.  Bone  marrow  aspiration  showed  erythroid  hyper- 
plasia 

10.  X-rays  - Upper  GI  series  - negative 

Chest  x-ray  - multiple  nodules  in  both  lungs 
Barium  enema  - negative 
Intravenous  pyelogram  - negative 

11.  Pregnancy  Test  - Gravindex  - positive  - 3 days  be- 
fore death. 

The  patient  was  started  on  methothrexate,  but  died 
three  days  later. 

DR.  BARLOW:  This  case  is  not  as  much  a 

diagnostic  problem  as  it  is  illustrative  of  some 
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new  information  that  may  be  useful  to  physi- 
cians in  managing  this  general  category  of  dis- 
ease. Unfortunately,  there  is  not  a good  x-ray 
film  available,  but  I’ll  tell  you  that  it  showed 
a snow  storm  of  multiple  densities  in  the  chest 
bilaterally. 

DR.  MUTCH : As  Dr.  Barlow  said,  this  case 

is  not  a problem  of  diagnosis  and  I think  the 
discussion  will  mainly  be  along  lines  of  more 
recent  trends  in  adequate  treatment  and  fol- 
low-up. In  the  years  before  1950,  this  disease 
was  almost  uniformly  fatal.  Today  most  (or 
80% ) of  these  patients  can  be  cured.  This 
patient  had  malignant  trophoblastic  disease 
either  metastatic  choriocarcinoma  or  metastatic 
chorioadenoma  destruens  (invasive  mole). 
There  was  some  problem  from  the  protocol  in 
initially  discovering  the  diagnosis.  Once  a posi- 
tive pregnancy  was  made,  the  diagnosis  be- 
came obvious  in  light  of  past  history.  The 
incidence  of  trophoblastic  disease  varies  mark- 
edly. In  Taiwan  the  incidence  is  1 to  496  de- 
liveries. In  Israel  the  incidence  is  1 in  15,000 
and  in  the  United  States  it  is  1 in  7,000.  These 
statistics  are  variable.  The  Albert  Mathieu 
registry  reports  that  39.2%  of  choriocarcino- 
mas follow  hydatidiform  mole.  37%  follow 
spontaneous  abortions  and  23%  follow  term 
pregnancy.  About  2.5%  follow  ectopic  preg- 
nancy. 

The  most  common  problem  with  hydatidi- 
form mole  or  choriocarcinoma  is  delay  in  diag- 
nosis. The  most  common  symptom  is  vaginal 
bleeding.  This,  I would  guess,  is  present  in  al- 
most 100%  of  cases.  However,  most  of  the  pa- 
tients who  come  to  my  office  (certainly  over 
50%  ) have  blood  in  the  vagina,  so  that  this 
complaint  is  rather  common.  You  must  rule 
out  threatened  abortion,  ectopic  pregnancy,  and 
any  local  genital  lesions.  The  chances  of  hy- 
datiform  mole  are  likely  if : 

1)  the  uterus  is  unusually  enlarged  for 
dates, 

2)  there  is  no  heart  beat 

3)  there  are  signs  of  toxemia  of  pregnancy, 
especially  relatively  early  in  the  preg- 
nancy (second  trimester). 

In  some  cases  there  is  an  unusual  degree  of 
hyperemesis.  Later  on  in  the  pregnancy,  the 
absence  of  fetal  skeleton  on  x-ray  is  helpful, 
but  the  usual  hydatidiform  mole  aborts  during 
the  11th  and  14th  weeks  of  gestation.  Heart 
sounds  may  be  very  hard  to  hear  in  early  preg- 
nancy. If  I have  a patient  in  the  office  and  I 


cannot  hear  fetal  tones  for  one  reason  or  an- 
other, I send  her  to  the  hospital  and  use  the 
ultrasound  doptone  which  can  pick  up  the 
fetal  heart  rate  as  early  as  12  weeks.  I have 
not  really  heard  any  myself  that  early.  In 
obese  patients,  it  can  be  amazingly  hard  to  hear 
heart  tones  under  any  circumstances. 

The  treatment  of  hydatidiform  mole  is  dila- 
tation and  curettage  if  the  uterus  is  less  than 
16  weeks  size.  Over  16  weeks  the  old  school 
suggests  a hysterotomy.  Recently,  suction 
curettage  has  been  used.  I have  not  had  any 
experience  with  the  new  suction  curettage 
method,  but  there  is  considerable  argument 
that  all  moles  should  be  evacuated  by  suction 
curettage. 

Follow  up  after  the  mole  is  very  important. 
Brewer  has  found  that  60  days  after  the  evacu- 
ation of  the  mole,  29.4%  of  patients  still  have 
a positive  human  chorionic  gonadotropin 
(HCG)  titer.  Brewer  feels  these  patients  who 
have  a positive  HCG  titer  after  60  days  should 
be  treated  with  chemotherapy.  Hertz  started 
using  chemotherapy  (methotrexate)  for  this 
disease  back  in  1953  or  1954.  The  University  of 
Northwestern  series  with  Brewer  is  one  of  the 
large  treatment  series  of  the  world  and  they 
use  methotrexate,  actinomycin  D or  cyclo- 
phosphamide (cytoxan)  alone  or  in  combina- 
tion. Patients  from  whom  a mole  has  been 
evacuated  should  be  followed  with  human 
chorionic  gonadotropin  titers  (HCG)  for  at 
least  a year  because  there  have  been  cases  with 
negative  titers  which  turned  positive  nine 
months  or  more  after  the  evacuation  of  the 
mole.  If  a patient  has  a negative  titer  after 
60  days  or  more,  she  can  be  followed  at  in- 
tervals of  more  than  one  month  for  up  to  a 
year.  It  is  very  important  to  make  sure  that 
these  women  do  not  get  pregnant  within  a year 
or  two  after  the  evacuation  of  a mole.  Preg- 
nancy would  be  the  last  thing  you  would  want. 
You  can  use  birth  control  pills  as  these  will  not 
affect  the  titer.  Isn’t  that  right? 

DR.  BARLOW:  Yes,  they  will  have  no  effect 

on  the  HCG  titer. 

DR.  MUTCH : I think  there  is  a problem  as 

to  what  you  call  a positive  titer.  Brewer  had 
several  cases  with  titers  of  1:500  or  less  whom 
he  did  not  treat,  and  they  are  all  living  and 
well  after  five  years.  A positive  titer  of  HCG 
is  a patient  with  a titer  of  1:1000  or  above. 
There  is  an  area  of  controversy  here.  I might 
point  out  that  Brewer  uses  a very  sensitive 
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assay  method  for  HCG  titers. 

If  the  patient  has  an  invasive  mole,  chemo- 
therapy is  used  as  it  is  with  choriocarcinoma. 
The  patient  we  are  discussing  today  had 
choriocarcinoma  and  you  would  follow  the 
course  of  that  disease  after  treatment  with 
chemotherapy  in  the  same  way  you  would  fol- 
low a mole  with  HCG  titer. 

I might  discuss  the  cure  rate  because  this 
is  very  interesting.  At  Passavant  Hospital  in 
Chicago,  they  had  179  patients  with  choriocar- 
cinoma since  1962.  151  of  these  patients  were 
primarily  treated  at  the  center.  The  remaining 
29  patients  had  been  treated  at  82  different 
hospitals  around  the  country,  had  not  re- 
sponded to  therapy,  and  were  referred  to  Pas- 
savant. In  the  19  cases  of  nonmetastatic 
choriocarcinoma  whom  they  had  primarily 
treated,  there  were  no  deaths.  In  12  patients 
who  had  been  treated  somewhere  else,  they 
had  11  cures  and  1 death.  In  55  patients  who 
were  primarily  treated  for  metastatic  chorio- 
carcinoma, there  were  44  cures  and  9 deaths. 
Of  54  cases  who  were  initially  treated  else- 
where, they  cured  23  patients  and  31  patients 
were  lost.  Therefore,  it  would  appear  that  you 
have  a 6:1  chance  of  having  a good  result  if 
the  patient  is  shipped  to  a center  for  primary 
therapy,  as  compared  to  having  the  case  pri- 
marily treated  elsewhere  and  having  the  pa- 
tient shipped  to  the  center  at  a later  date. 

*DR.  GENE  BYRON:  Yes,  but  patients  who 

respond  elsewhere  and  are  cured  are  eliminated. 
Patients  who  do  not  respond  come  to  the  center 
and  would  not  be  expected  to  do  well. 

DR.  MUTCH:  Yes,  that’s  true,  but  I don’t 

think  it  explains  the  full  problem.  In  61  inva- 
sive moles  treated  at  the  center,  there  were 
61  cures  and  no  deaths.  In  invasive  moles 
which  received  treatment  elsewhere,  there  were 
11  cures  and  5 deaths.  There  were  18  moles 
with  metastases  treated  at  the  center,  and 
there  were  18  cures  and  no  deaths.  Of  11  moles 
with  metastases  treated  elsewhere,  there  were 
5 cures  and  6 deaths.  This  would  still  lead  me 
to  believe  that  maybe  all  patients  should  be 
treated  in  treatment  centers. 

The  crux  of  this  problem  in  handling  these 
patients  is  adequate  follow  up  of  choriocarcino- 
mas and  hydatidiform  moles  in  particular.  A 
real  problem  in  following  up  these  patients  is 
that  the  usual  immunologic  test  is  not  sensitive 
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enough  for  following  trophoblastic  disease.  Of 
26  patients  whom  they  had  in  Passavant  with 
choriocarcinoma,  61%  of  them  had  a negative 
test  at  least  once  using  the  immunologic  kits. 
Or  to  express  it  another  way  only  15%  of  the 
choriocarcinomas  who  had  disease  had  a posi- 
tive test  all  the  time  with  the  immunologic 
tests.  In  the  invasive  mole  group  54%  of  the 
patients  had  a negative  test  one  time  or  an- 
other with  residual  disease  present  using  the 
immunologic  test.  I think  if  you  are  going  to 
use  immunologic  tests  to  follow  some  of  these 
patients  in  your  office,  you  must  appreciate 
that  a positive  test  is  significant  but  a nega- 
tive test  does  not  mean  anything.  There  are 
more  sensitive  tests  for  HCG.  One  of  them  is 
the  mouse  uterine  weight  test.  This  is  a bio- 
assay. It  is  quite  time  consuming  and  expen- 
sive. The  other  major  test  is  the  radio-im- 
munoassay. These  more  sensitive  methods  are 
not  readily  available  but  there  are  places  you 
can  send  away  to  get  them  done. 

Of  the  three  drugs  that  I mentioned,  some 
people  feel  that  you  should  use  all  three  unless 
the  patient  is  very  ill.  I think  most  ehemo- 
therapists  use  methotrexate  and  then  follow 
the  course  of  the  HCG  titers.  If  the  titer  falls 
you  continue  to  give  methotrexate  courses  until 
the  titer  is  negative.  If  the  titer  rises,  you  have 
to  make  2 or  3 decisions.  If  the  uterus  is  en- 
larged and  boggy  and  you  think  you  have  resid- 
ual tumor  in  it,  there  is  a place  for  hysterec- 
tomy in  this  disease.  If  the  patient  has  meta- 
static lesions,  all  three  chemotherapeutic  agents 
may  be  indicated  as  mentioned  above,  namely 
methotrexate,  actinomycin  D and  cyclophos- 
phamide. 

I think  you  have  to  realize  that  child-bearing 
can  be  preserved  after  methotrexate  therapy. 
I have  seen  patients  who  have  delivered  one  or 
two  normal  children  after  chemotherapy. 
Therefore,  you  have  to  take  into  consideration 
the  patient’s  age  before  you  decide  to  do  a 
hysterectomy. 

*DR.  DENNY  ORTMEIER:  Yes,  we  have  a 

patient  here  who  has  delivered  a normal  child 
after  therapy  with  methotrexate. 

**DR  LARRY  LYON:  Would  it  not  be  rath- 

er dangerous  just  to  try  chemotherapy  if  it  is 
malignant  disease  that  involves  the  uterus. 
Why  not  do  a hysterectomy? 

^Family  practitioner,  Sioux  Valley  Hospital,  Clinical 
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DR.  MUTCH:  You  have  to  remember  chemo- 

therapy is  the  primary  way  to  treat  this  dis- 
ease. I think  that  you  can  preserve  child-bear- 
ing in  this  disease  with  drugs  if  the  patient  is 
adequately  treated  and  adequately  followed. 
Hysterectomy  is  reserved  for  a patient  with 
residual  tumor  not  responsive  to  drug  therapy. 

DR.  LYON:  Do  all  of  these  patients  live? 

DR.  MUTCH:  No,  there  are  bad  prognostic 

factors  such  as  metastatic  disease  of  the  brain 
and  liver.  Not  all  of  these  people  survive. 
Again  let  me  stress  the  importance  of  the  fol- 
low up  of  these  patients.  At  one  of  these  treat- 
ment centers  the  patient  is  given  a very  sensi- 
tive bioassay  every  three  weeks  to  a month. 
If  she  does  not  come  in  for  follow  up,  somebody 
calls  her.  I think  it  would  be  possible  to  pre- 
serve the  uterus  in  some  of  these  patients.  If 
the  titer  does  not  fall  or  the  patient  does  not 
respond  to  chemotherapy,  I agree  you  are  fool- 
ish not  to  try  surgery  or  some  other  measure 
depending  on  the  circumstances. 

*DR.  B.  J.  WILLIAMS:  I think  you  have 
to  be  careful  of  your  definitions.  The  patient 
we  are  talking  about  had  choriocarcinoma. 
However,  most  patients  who  pass  a mole 
do  very  well,  and  it  is  not  necessary  to  do  a 
hysterectomy.  I can  remember  one  case  in 
which  a tumor  board  at  a large  military  hos- 
pital voted  6:1  to  do  a hysterectomy  on  a 19- 
year-old  girl  after  a hydatidiform  mole  was 
evacuated.  This  is  mostly  unnecessary.  No 
chemotherapy  or  possibly  chemotherapy  for  in- 
vasive mole  ( had  the  latter  been  suspected  on 
basis  of  physical  examination  and  HCG  titer) 
would  have  been  enough. 

DR.  MUTCH : I think  we  have  to  realize  that 

this  is  one  of  the  few  diseases  in  which  when 
we  talk  about  a cure  in  chemotherapy,  we  mean 
a cure.  I think  each  case  has  to  be  individual- 
ized. All  that  is  needed  in  most  patients  with 
hydatidiform  mole  is  a very  careful  follow  up 
to  make  sure  the  titer  returns  to  normal  after 
evacuation  of  a mole.  In  cases  of  patients  in 
whom  a large  uterus  persists  or  in  whom  the 

Obstetrician  and  Gynecologist,  Sioux  Valley  Hos- 
pital, Clinical  Faculty,  School  of  Medicine,  The 
University  of  South  Dakota 


titer  does  not  completely  return  to  normal,  you 
might  want  to  do  a hysterectomy,  provided 
there  is  no  metastatic  disease.  Actually,  chem- 
otherapy is  the  primary  therapy  in  this  disease, 
especially  in  a young  woman  who  wants  chil- 
dren. I don’t  feel  that  it  is  a substantial  risk 
not  to  do  a hysterectomy,  but  let  me  again 
stress  that  adequate  follow  up  is  necessary. 

In  summary,  I would  like  to  say  that  this 
patient  had  a choriocarcinoma.  This  was  a 
disease  that  was  100%  fatal  once,  and  now  is 
over  90%  curable  provided  the  patient  is  ade- 
quately treated  with  chemotherapy  and  has 
adequate  follow  up  so  treatment  can  start 
early. 

DR.  MILTON  G.  MUTCH’S  DIAGNOSIS 

Metastatic  C horiocarcinoma 

DR.  BARLOW:  As  you  have  suggested,  this 

patient  had  a choriocarcinoma.  The  first  gross 
photograph  shows  the  lung  with  a metastatic 
nodule.  You  should  note  the  diffuse  hemorr- 
hagic appearance  of  the  lungs — an  indication 
that  this  patient  died  a pulmonary  death  (fig. 
1). 


.1 


Figure  1 

Hemorrhagic  lung  with  metastasis  (arrow).  The  dif- 
fuse hemorrhage  into  tumor  nodules  and  surrounding- 
tissue  is  characteristic  of  choriocarcinoma.  In  this 
case,  pulmonary  hemorrhage  caused  demise. 
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Here  is  another  picture  showing  a subcapsular 
hematoma  of  the  liver  secondary  to  a metas- 
tasis (fig.  2). 


Figure  2 

Subcapsular  hematoma  of  liver  secondary  to  hem- 
orrhage from  metastatic  choriocarcinoma  in  liver.  Ar- 
row points  to  hemorrhagic  metastatic  nodules. 

There  was  single  hemorrhagic  nodule  in  the 
kidney  (fig.  3). 


Figure  3 

Arrow  shows  hemorrhagic  nodule  in  kidney  cortex. 


The  hemorrhagic  nodules  are  characteristic  of 
choriocarcinoma.  The  following  photomicro- 
graph shows  a typical  choriocarcinoma  with 
both  syncytiotrophoblast  and  cytotrophoblast 
(fig.  4). 


Figure  4 

Typical  choriocarcinoma  with  mixture  of  cytotropho- 
blast (periphery)  and  syncytiotrophoblast  (center). 


FINAL  ANATOMIC  DIAGNOSES 

1.  CHORIOCARCINOMA  WITH: 

A.  MULTIPLE  PULMONARY 
METASTASES. 

B.  SOLITARY  RIGHT  RENAL 
METASTASES. 

C.  METASTASES  TO  SPLEEN. 

D.  LIVER,  MULTIPLE  METASTASES 
WITH  SUBCAPSULAR  HEMATOMA. 

E.  HEMOTHORAX  AND  HEMOPERI- 
TONEUM,  DIFFUSE. 

2.  BRONCOPNEUMONIA,  FOCAL, 
BILATERAL. 

3.  HEART:  EPICARDITIS,  FOCAL. 

4.  LYMPH  NODES:  PERIAORTIC,  HYPER- 
PLASIA AND  CONGESTION. 

5.  NEPHROSCLEROSIS,  BILATERAL, 
MODERATE. 

6.  STATUS  POST:  BILATERAL,  SALPINGO- 
OOPHORECTOMY  AND  HYSTEREC- 
TOMY—APRIL  1970. 

I would  like  to  make  a few  points  about  this 
whole  problem  of  trophoblastic  disease.  I would 
like  to  separate  a hydatidiform  mole  from  a 
choriocarcinoma.  A hydatidiform  mole  is  a 
missed  abortion  of  a pathologic  ovum.  Death 
of  the  embryo  results  in  abortion  spontaneous- 
ly. However,  in  some  cases  the  embryo  dies  but 
no  spontaneous  abortion  occurs.  Because  the 
embryo  is  no  longer  present,  fetal  vessels  can- 
not penetrate  the  villi  since  no  fetal  vessels 
form.  Therefore,  water  can  be  absorbed  into 
the  villi  but  cannot  be  carried  away  by  fetal 
vessels.  The  villi  then  become  hydropic.  It  is 
common  to  see  some  of  this  hydropic  change 
in  villi  from  spontaneous  abortions.  If  an  abor- 
tion does  not  occur  and  the  fetal  vessels  do 
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not  penetrate  the  villi  as  in  death  of  an  em- 
bryo, then  there  may  be  extensive  hydropic 
formation  in  villi.  This  is  a hydatidiform  mole. 
There  is  a spectrum  from  abortion  to  transi- 
tional mole  to  a classical  hydatidiform  mole. 
Dr.  Mutch  already  noted  that  there  is  a tre- 
mendously high  incidence  of  mole  in  Oriental 
people  as  compared  to  this  country.  The  path- 
ology of  a hydatidiform  mole  grossly  shows 
many  enlarged  distended  vesicles.  This  picture 
shows  the  gross  appearance  (fig.  5). 


Figure  5 

Typical  gross  picture  of  hydatidiform  mole — note 
vesicles. 


The  villi  are  hydropic  with  no  fetal  blood  ves- 
sels and  there  is  some  trophoblastic  prolifera- 
tion (fig.  6). 


Figure  6 

Microscopic  of  hydatidiform  mole.  Note  hydropic  villi 
with  no  blood  vessels,  as  well  as  cap  of  trophoblastic 
proliferation  in  central  villus. 

The  HCG  titer  is  also  elevated. 

DR.  GENE  BYRON : Is  the  titer  always  ele- 

vated in  this  condition? 

DR.  BARLOW : No,  the  titer  is  often  ele- 

vated for  the  stage  of  pregnancy  but  normal 
or  even  low  titers  may  occur. 


DR.  MUTCH:  It  should  be  pointed  out  that 

it  is  not  just  one  titer  that  can  tell  you  much. 
You  have  to  do  multiple  titers.  Then  you  can 
see  that  they  generally  are  elevated  over  a 
normal  pregnancy.  However,  there  are  other 
conditions  which  give  high  titers. 

DR.  WILLIAMS:  Yes,  we  should  mention 

that  multiple  pregnancy  is  one. 

DR.  BARLOW:  Yes,  erythroblastosis  fetalis 

or  hemolytic  disease  of  the  newborn  may  be 
associated  with  a very  high  titer  also. 

DR.  MUTCH:  Before  we  go  much  further,  I 

have  to  mention  one  point.  If  you  enter  the 
abdomen  on  a patient  with  a hydatidiform 
mole,  there  are  usually  two  hugh  ovaries  due 
to  theca-lutein  cysts.  These  cysts  will  regress 
completely  when  the  mole  is  completely  evacu- 
ated. Do  not  remove  the  ovaries ! 

DR.  BARLOW : As  Dr.  Williams  has  men- 

tioned, a hydatidiform  mole  is  not  always  fol- 
lowed by  choriocarcinoma.  In  fact,  I do  not 
think  hydatidiform  mole  is  a neoplasm.  It  is 
not  malignant.  Four  out  of  five  patients  have 
a perfectly  benign  course  after  adequate  evacu- 
ation. Only  approximately  2%  of  the  patients 
go  on  to  develop  the  malignant  lesion  of  chorio- 
carcinoma which  this  patient  had.  The  remain- 
ing 18%  develop  complications  such  as  invasive 
mole  or  choriocarcinoma  destruens.  This  has 
already  been  discussed.  Occasionally  the  pa- 
tient will  develop  a vaginal  nodule  composed 
of  syncytial  cells.  This  is  not  a metastasis  and 
the  patient  often  does  well. 

I might  mention  that  there  is  marked  tro- 
phoblastic proliferation  in  hydatidiform  mole. 
Some  pathologists  have  tried  to  grade  this  pro- 
liferation as  to  its  atypicality  in  an  attempt  to 
predict  whether  the  patient  will  develop  a 
choriocarcinoma  or  have  an  invasive  mole.  Al- 
though this  can  be  done  to  some  extent,  it  is 
very  difficult  and  subject  to  error. 

As  have  been  stressed  many  times,  the  fol- 
low up  of  these  patients  with  titers  for  HCG 
is  very  important.  Some  people  do  a test  week- 
ly for  the  first  six  weeks  and  then  monthly 
thereafter  for  a year. 

DR.  MUTCH : If  the  immunologic  test  be- 

comes negative,  you  have  to  do  a bioassay. 
These  are  very  expensive  and  it  really  puts  a 
dent  in  the  patient’s  pocketbook. 

DR.  BARLOW:  Yes,  we  suggest  the  immuno- 

logic test  be  done  and  when  it  is  negative,  start 
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sending  out  bioassays.  The  patient,  of  course, 
should  not  become  pregnant.  I think  one  prob- 
lem in  the  recent  literature  is  that  authors  talk 
about  choriocarcinoma  and  hydatidiform  mole 
as  just  trophoblastic  disease.  From  the  stand- 
point of  the  chemotherapist  who  is  just  treat- 
ing either  the  aggresive  moles  or  choriocarcin- 
oma, this  is  understandable.  However,  I think 
you  must  realize  that  hydatidiform  mole  usual- 
ly does  not  reach  the  chemotherapist  and  is  a 
benign  lesion.  Choriocarcinoma,  on  the  other 
hand,  is  a malignancy  which  may  follow  a 
normal  pregnancy,  an  abortion,  or  even  an  ec- 
topic pregnancy.  There  are  even  nongestational 
choriocarcinomas  arising  in  the  ovary  and 
testes.  These,  incidentally,  do  not  respond  as 
well  to  chemotherapy  as  the  gestational 
choriocarcinomas.  However,  chemotherapy  is 
extremely  worthwhile  and  helpful  in  gestation- 
al choriocarcinoma  and  aggressive  hydatidi- 
form mole.  The  choriocarcinoma  does  not  show 
any  villi  but  is  a mixture  of  syncytiotrophoblast 
and  cytotrophoblast.  Dr.  Mutch,  do  you  believe 
in  prophylactic  chemotherapy  for  all  hydatidi- 
form moles?  It  has  been  suggested. 

DR.  MUTCH : No,  I think  that  you  have 

pointed  out  that  many  moles  are  cured  by  sim- 
ple evacuation.  I would  certainly  rather  fol- 
low the  patient  carefully  with  HCG  titer,  peri- 
odic x-rays  and  pelvic  examination. 

*DR.  R.  A.  JAQUA:  I think,  as  Dr.  Mutch 

stated,  it  is  important  to  remember  that  the 
ovaries  that  accompany  this  disease  are  not 
neoplasms  either.  They  are  hyperstimulated 
ovaries  with  multiple  luteum  cysts. 

*Pathologist,  Sioux  Valley  Hospital  and  Laboratory  of 
Clinical  Medicine,  Associate  Professor  of  Pathology, 
School  of  Medicine,  The  University  of  South  Dakota 
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TRIBUTE  TO  B.  F.  KING,  M.D. 


During  the  course  of  my  involvement  with 
medicine  in  South  Dakota,  1 have  had  the 
opportunity  to  work  with  a number  of  phys- 
icians who  have  given  of  their  time  and  en- 
ergies to  make  “medicine”  an  outstanding 
organization  in  South  Dakota.  One  of  those 
physicians  was  Bernie  King  of  Aberdeen 


Dr.  King’s  fatal  accident  left  me  feeling 
that  all  of  us  concerned  with  medicine  had 
lost  a good  friend  and  a real  worker.  From 
Association  committee  work  to  the  Board  of 
Medical  and  Osteopathic  Examiners  and  Blue 
Shield  Board  of  Directors,  Dr.  King  was  the 
kind  of  a man  that  you  could  depend  on. 


I will  surely  miss  him,  but  can  only  be- 
lieve that  the  good  Lord  has  prepared  a 
special  place  for  Dr.  King  in  Heaven. 


Richard  C.  Erickson 
Executive  Director 
South  Dakota  Blue  Shield 

NOTE:  B.  F.  King,  M.D.,  Aberdeen,  was  killed  on 
December  15,  1972,  while  returning  to  Aber- 
deen after  a Blue  Shield  Board  of  Directors 
meeting. 
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ENT’S 
G E 


On  Saturday  afternoon  November  25,  1972,  prior  to  the  convening  of  the  clinical  convention 
of  the  AMA  in  Cincinnati,  a conference  was  held  to  discuss  Professional  Standards  Review  Organi- 
zation (PSRO)  provisions  in  HR-1.  It  was  apparent,  following  the  conference,  that  one  can  now 
discuss  PSRO’s  only  in  generalities  in  that  the  rules  and  regulations  to  govern  the  law  will  not  be 
written  until  after  the  first  of  the  year.  It  can  be  stated,  however,  that  the  passage  of  HR-1  with 
its  PSRO  provisions  indicates  further  and  continued  government  intervention  in  the  practice  of 
medicine  and  indicates  that  practicing  physicians  will  have  to  deal  with  a PSRO. 

Currently  it  can  be  stated  that  the  function  of  a PSRO  is  to  scrutinize  the  medical  necessity, 
professional  quality,  and  the  choice  of  type  of  health  care  facility  for  provisions  of  services  paid 
for  under  Medicare  or  Medicaid.  The  cost  is  not  to  be  surveyed  by  the  PSRO.  In  addition, 
PSRO’s  may  exercise  before-treatment,  approval  of  elective  inpatient  admissions  of  long,  costly 
regimens  of  care  certifying  both  necessity  and  utilization. 


The  Utilization  and  Review  Committee  which  has  functioned  in  this  state  for  many  years  will 
not  be  eligible  to  become  a PSRO.  The  PSRO  must  be  a locally  based  entity  which  oversees  the 
quality  and  appropriateness  of  medical  care  and  such  a qualified  organization  is  defined  by  the 
government  as  a “not  for  profit  professional  association  with  voluntary  membership”.  The  latter 
statement  means  that  it  is  open  to  all  M.D.’s  and  D.O.’s  with  no  restrictions  and  that  it  must 
represent  a substantial  portion  of  the  licensed  practicing  M.D.’s  or  D.O.’s  in  a designated  area. 
Beginning  January  1,  1976,  other  public  or  nonprofit  private  organizations  also  may  qualify. 
The  latter  is  a rather  threatening  statement  and  it  indicated  that  the  government  is  giving  us 
three  years  to  organize  our  own  PSRO’s  or  the  PSRO  will  be  organized  for  us. 

Much  will  be  written  about  PSRO’s  in  the  American  Medical  News  and  other  journals  and  it 
is  urged  that  all  members  of  this  association  become  fully  familiar  with  the  intent  of  HR-1  and 
its  numerous  provisions  including  the  establishment  of  the  PSRO’s. 

W.  R.  Taylor,  M.D. 

President 
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SOUTH  DAKOTA 


THE  ALL-ULNAR  HAND* 


Robert  E.  Van  Demark,  M.D. 
Sioux  Falls,  South  Dakota 


The  nerve  supply  to  the  small  muscles  of  the 
hand  is  generally  considered  to  be  the  median 
nerve  supplying  the  thenar  muscles  and  the 
ulnar  nerve  supplying  the  remaining  small 
muscles.  This  is  true  in  the  majority  of  indi- 
viduals. In  15%  of  individuals3  there  is  a vari- 
ation of  the  muscles  supplied  by  these  nerves. 
In  this  latter  group  the  ulnar  or  rarely  the 
median  nerve  supplies  all  the  muscles  of  the 
hand.2 


In  1886,  Brooks',  in  dissecting  30  cadavers, 
found  in  one  case  the  ulnar  nerve  supplied  all 
the  small  muscles  of  the  hand  (an  “all  ulnar 
hand’’).  Since  then  the  condition  has  been 
recognized  clinically  especially  by  hand  sur- 
geons and  in  electromyographic  studies.  In 
case  of  a nerve  injury,  a clinical  picture  is  pre- 
sented which  is  not  only  confusing  but  unusual, 
as  illustrated  in  the  following  case: 


CASE  REPORT 

A white  male,  age  18,  was  seen  on  November  3,  1969, 
with  the  complaints  of  numbness  in  the  right  hand. 
He  gave  a history  of  cutting  his  wrist  in  a power  saw 
on  September  22,  1969.  His  surgeon  had  done  a tendon 
suture  but  did  not  feel  the  wound  was  clean  enough 
to  permit  suture  of  the  divided  median  nerve  which 
was  found  on  exploration.  A slight  delay  occurred  in 
wound  healing  which  was  accomplished  prior  to  his 
first  clinic  visit. 

Physical  examination  of  the  right  wrist  revealed 
a healed  laceration  of  the  wrist  with  a tender  neuroma 
on  the  proximal  side  of  the  scar.  Sensation  was  absent 
in  the  radial  three  and  a half  finger  distribution.  No 
paralysis  could  be  demonstrated  and  the  thumb  could 
easily  be  opposed  to  the  little  finger  and  flexed  at  the 
MP  joint  (Figure  1). 


"Paper  presented  at  the  meeting  of  the  South  Dakota  Chapter  of 
the  American  Physical  Therapy  Association  held  at  Huron,  So. 
Dak.  on  Saturday,  April  24,  1971. 


Examination  in  the  electromyographic  laboratory 
showed  no  motor  or  sensory  stimulating  response  of 
the  median  nerve.  The  median  sensory  conduction 
time  was  absent  (Figure  2),  as  contrasted  to  the  op- 
posite normal  (Figure  3).  Motor  stimulation  of  the 
ulnar  nerve  resulted  in  opponens  movement.  Roent- 
genograms of  the  wrist  and  hand  showed  no  abnormal- 
ity. The  preoperative  diagnosis  was  an  “all  ulnar” 
hand  with  division  of  the  median  nerve. 


Figure  1 

Right  hand  showing  good  opponens  and  flexor  pollicis 
brevis  function  and  a healed  transverse  scar  at  the 
wrist. 


Figure  2 

Left  median  sensory  conduction  time,  showing  absence 
of  response. 
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The  patient  was  hospitalized  and  underwent  explora- 
tion of  the  median  nerve  on  November  17,  1969.  The 
nerve  ends  were  exposed  and  the  proximal  and  distal 
neuromata  were  resected  with  some  intervening  sear 
tissue  (Figure  4)  and  a neurorrhaphy  performed,  fol- 
lowing which  the  wrist  was  immoblized  in  flexion  for 
4 weeks  with  gradual  resumption  of  motion.  The 


Right  median  sensory  conduction  time  of  2.8  milli- 
seconds. 


Figure  4 

Surgical  pathology  specimen,  showing  the  distal  and 
priximal  (on  right)  neuromata  with  intervening  scar 
tissue. 


pathological  report  was  as  follows:  “Gross:  The  gross 
specimen  is  represented  by  a cord-like  segment  of 
grayish-white  tissue  measuring  5.2  x 0.4  x 0.8  cm. 
Near  one  end  of  the  segment  is  an  area  of  fusiform 
enlargement.  Cut  end  reveals  a dense  grayish-white 
stroma.  Approximately  two-thirds  of  the  segment  is 
represented  by  partially  collapsed  fibrous  structure. 
A section  is  taken  from  both  ends  of  the  segment.  The 
enlarged  and  fusiform  portion  is  proximal.  Section 
through  the  midportion  is  labeled  as  “A”,  proximal 
segment  “B”  and  distal  segment  “C”.  Microscopic: 
Sections  through  the  central  portion  of  the  segment 
disclose  an  absence  of  neuro-fibrils,  areas  of  fibrosis 
with  foreign  body  reaction  (Figure  5).  Section  through 
“B”  reveals  nerve  trunks  with  evidence  of  proliferation 
of  surrounding  fibrous  tissue..  Section  through  “C”, 
distal  aspect,  reveals  a nerve  structure  with  surround- 
ing fibrosis  of  perineural  structure.  Pathological  Diag- 
nosis: Traumatic  neuroma,  median  nerve  of  right  hand 
fibrosis,  foreign  body  reaction,  median  nerve  of  right 
hand.” 


Figure  5 

Photo  micrograph  through  the  central  scar  tissue 
showing  the  absence  of  neural  fibrils  with  areas  of 
fibrosis  and  foreign  body  reaction,  (x  450).  (Courtesy 
Drs.  Anderson,  Wagner  and  Kilbride). 


Electromyographic  studies  on  June  29,  1970,  showed 
no  great  change.  The  opposite  wrist  checked  out 
normally  in  both  the  median  and  the  ulnar  nerves  with 
the  left  median  sensory  conduction  time  being  2.6 
milliseconds. 

The  patient  showed  some  evidence  of  return  of  sen- 
sory function  out  to  the  distal  interphalangeal  joint  of 
the  right  index  finger  but  when  last  seen  on  November 
6,  1970,  he  showed  a severe  loss  of  2 point  discrimina- 
tion in  the  area  of  the  distal  index  finger.  His  motor 
function  continued  good. 


DISCUSSION 

Anomalous  innervation  of  the  small  muscles 
of  the  hand  may  be  undiagnosed  except  by 
electromyographic  studies  in  the  injured  hand. 
When  an  injury  is  present  electromyographic 
studies  serve  as  a valuable  diagnostic  aid  in 
establishing  the  true  nature  of  the  condition 
which  is  suspected  following  an  injury  in  which 
the  median  or  ulnar  nerve  is  divided,  without 
loss  of  motor  function. 

The  communication  between  the  median  and 
ulnar  nerves  (Martin-Gruber  Anastamosis)  oc- 
curs at  various  points  in  the  forearm3.  Stimu- 
lation of  the  motor  fibers  of  the  affected  nerves 
proximally  and  distally  will  indicate  the  correct 
pathway. 
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THE  FIRST  TWO  YEARS* 
Bliss  or  Chaos 


STUART  SIMON,  M.I). 
Norman,  Oklahoma 


All  parents  are  aware  that  the  newborn  in- 
fant is  more  than  just  a cuddly  bundle  of  joy 
or  a whining,  screaming,  colicky  infant.  How- 
ever, many  labor  under  the  false  concept  that 
these  years  for  the  infant  are  relatively  easy 
ones ; that  the  baby  is  the  recipient  only  of 
what  is  bestowed  upon  it  by  the  mother. 

The  other  paradigm  is  that  parenting  is 
learned  behavior  and  parents  are  rarely  taught 
it.  Learning  in  its  general  sense  refers  to  the 
process  in  which  experience  leads  to  change. 
(Rabinovitch  1959).  In  a typical  newborn  with 
intact  parents  five  categories,  therefore,  may 
be  assessed  from  the  infant’s  standpoint. 
First,  development  and  maturation ; second, 
enhancing  capabilities  for  cognition  and  per- 
ception; third,  relationship  to  peers;  fourth, 
the  meaning  and  acceptance  of  dependency 
upon  adults ; and  fifth,  encouraging  creative 
experiences  of  the  child.  Accepting  these  as  a 
challenge  in  child  rearing  the  delight  of  a 
wanted  child  in  an  intact  home  is  often  diffi- 
cult enough  in  itself  in  contrast  to  an  unwanted 
one.  Therefore,  the  parent  is  well  on  his  way 
to  assume  a protective  role  or  a laissez-faire 
role  or  unwittingly  be  a co-sponsor  of  the  ulti- 
mate destruction  of  the  process  the  child  is 
emotionally  involved  in.  Especially  if  he  is  ig- 
norant of  the  psyche. 

Perhaps  a brief  review  of  some  of  the  pos- 
sible aspects  in  the  first  two  years  of  life  may 
be  worthwhile  at  this  time. 

^Presented  at  the  91st  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association. 

**Clinical  Professor,  Child  Psychiatry,  University  of 
Oklahoma,  Health  Sciences. 


The  psychosexual  stages  of  Freud  are  well 
known.  These  were  also  described  in  other  ways 
by  others  such  as  Erickson,  Piaget,  Kohlberg 
and  others.  The  oral  stage  is  characterized 
chiefly  in  its  positive  aspects  of  drive,  confi- 
dence, hope,  initiation,  imitation,  and  incorpor- 
ation. At  birth  the  baby  is  endowed  with  pri- 
mary narcissism  which  gives  the  baby  the  sense 
of  well  being.  This  is  adequately  described  by 
Kris  and  Hartman  in  their  economic  theory.  The 
baby  in  turn  cathects  the  mother  as  the  first 
object.  If  this  mother  then  is  an  ungiving  per- 
son, difficulties  arise  very  early.  Melanie  Klein 
has  also  stated  that  at  six  months  approxi- 
mately, the  baby  realizes  a good  and  bad  breast 
are  one  and  the  same.  Realizing  this  the  child 
then  becomes  depressed.  As  a result  we  deal 
with  the  child’s  depression  from  that  time  on, 
and  in  undoing  it.  This  is  further  expanded 
upon  by  Kris  and  Hartman  in  their  secondary 
narcissism.  Here  they  feel  that  the  child  takes 
the  energy  back  to  the  self  after  having  given 
it  away.  This  then  accounts  for  mourning. 
This  process  is  also  involved  in  the  normal 
processes  of  mourning  in  later  life. 

In  the  second  stage,  the  anal  stage,  posi- 
tive aspects  dealt  with  by  the  successful  infant 
are  autonomy,  independence,  law  and  order, 
willpower,  self  control,  holding  on  and  letting 
go,  retention  and  elimination.  Also  you  and  I, 
me  and  mine.  These  are  all  emotional  processes 
and  as  one  can  see,  indentity  thus  becomes  es- 
tablished during  the  first  two  years  of  life 
under  the  realm  of  normality. 

Let  us  now  take  a look  at  where  things  may 
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go  wrong.  In  the  mother  be  alert  to  her  emo- 
tions. An  emotional  inventory  of  strengths 
and  weaknesses  during  the  prenatal  period  is 
indeed  a wise  one.  The  wise  clinician  then  will 
look  at  the  mother,  look  at  the  father,  then 
the  child,  and  sometimes  the  whole  neighbor- 
hood. Emotions  noted  during  the  prenatal 
period  are  the  lack  of  anxiety.  One  woman  in 
440  to  1,000  becomes  depressed  severe  enough 
to  the  point  of  psychoses.  These  figures  do 
not  include  suicide,  infanticide,  or  severe  neur- 
otic depression.  Dr.  Bressler  in  his  article, 
“Third  Day  Blues,”  also  stresses  watching  for 
three  healthy  signs  in  the  mother.1  First  she 
daydreams  quite  a bit  about  the  future.  She 
sees  the  baby  as  evidence  of  her  femininity. 
She  will  look  forward  to  motherhood.  Second, 
at  about  the  eighteenth  week  the  future  mother 
begins  to  look  towards  separation  from  the 
fetus.  Preparations  then  are  made  for  this 
separation ; third,  a few  weeks  before  delivery 
anxiety  returns  and  there  is  further  prepara- 
tion for  separation.  The  mother  is  concerned 
about  disaster  during  the  time  of  delivery.  For 
example,  might  she  not  succumb  to  the  anes- 
thesia? One  minute  she  is  concerned  about 
the  possibility  of  disaster,  the  next  she  is  wor- 
ried about  the  baby  separating  from  her  nur- 
turing body.  In  contrast  the  severely  dis- 
turbed mother  thinks  of  the  baby  as  a parasite, 
a foreign  body  or  as  a shameful  object.  The 
following  summary  from  a case  may  corrobor- 
ate this:  This  is  a male  child  who  is  white, 
five  years  of  age.  The  mother  and  father  are 
college  graduates.  J.  T.  had  attempted  suicide 
in  the  month  of  December,  1971.  He  used  two 
belts  over  a clothes  line.  He  was  found  with  a 
profound  nasal  hemorrhage  unconscious  and 
cyanotic  in  the  closet.  Artificial  respiration 
was  necessary.  Since  his  release  from  a city 
hospital  he  has  been  aggressive,  hostile,  and 
“regressed  to  a two  year  old  level”. 

The  mother  was  25  years  old  at  the  time  of 
the  marriage.  She  had  a history  of  having  be- 
come depressed  upon  graduation  from  high 
school.  She  tried  committing  suicide  within 
a few  short  weeks  after  completing  high  school. 
But  she  subsequently  went  on  and  obtained 
Nurse  Aid  training.  She  met  her  husband-to-be 
while  he  was  in  the  Military.  They  then  mar- 
ried. He  had  a tour  duty.  After  returning  from 
the  tour,  she  got  off  her  contraceptive  medi- 
cation and  very  soon  became  pregnant.  There 
immediately  was  much  marital  conflict.  The 
father  had  outside  interests,  such  as  pool  halls 


and  sexy  girls.  As  the  pregnancy  advanced 
the  mother  became  fearful  that  the  baby  would 
not  live  and  have  a birth  defect.  The  mother 
was  so  certain  that  the  baby  would  not  live 
that  she  made  no  effort  to  purchase  the  neces- 
sities for  the  baby’s  care,  for  example  purchas- 
ing diapers,  clothes,  bottles,  etc.  Also  after 
the  mother  delivered  the  baby  she  did  not  want 
to  leave  the  hospital.  The  baby  was  indeed  born 
with  a defect,  a cleft  palate.  The  birth  defect 
on  the  baby  was  repaired  at  the  age  of  three 
or  four  months.  Developmental  milestones 
were  essentially  otherwise  in  normal  limits 
for  the  baby.  When  the  child  was  two  years 
of  age,  the  father  left  the  home  for  one  full 
year  due  to  the  marital  conflicts.  At  two  and 
a half  years  of  age,  the  child  also  had  a male 
relative  die.  He  had  become  very  attached  to 
this  person.  This  individual  became  drunk  and 
angry  and  struck  a tree  while  driving,  killing 
himself.  Since  that  time  the  child  has  been 
obsessed  with  death.  This  concern  about  death 
was  heightened  even  more  by  recent  increasing 
marital  discord. 

When  things  go  wrong  in  the  first  stage 
there  is  mistrust,  the  lack  of  confidence,  the 
improper  incorporation.  In  the  process  of  in- 
corporation the  individual  or  the  object  in- 
corporated indeed  acts  as  a foreign  body.  Thus- 
ly,  if  the  infant  does  not  like  it  he  may  reject  it. 
When  mistrust  occurs  the  individual  may  with- 
draw. This  then  leads  to  regression.  That  is 
regression  rather  than  reciprocity.  When  there 
is  loss  of  the  breast  with  no  substitution  sev- 
eral things  may  occur:  sadism,  orality,  such 
as  addiction,  alcoholism,  or  even  schizophrenia. 
When  maternal  regulation  fails  during  this 
period  the  baby  will  try  to  control  the  situation 
with  duress.  In  the  second  stage  shame  and 
doubt  may  occur  with  parental  overcontrol. 
Overcontrol  of  retention  and  elimination  will 
produce  an  overcompulsive  type  individual. 
When  the  individual  then  overcompensates  or 
is  overmanipulated  compulsive  neurosis  occurs. 
The  following  case  illustrates  this:  S.  T.  is  a 
white  child  who  was  twelve  years  of  age  when 
he  was  seen  at  Youth  Counseling  and  Child  De- 
velopment Center  in  Oklahoma  City.  He  was 
the  only  child  born  into  the  family.  His  mother 
and  father  are  high  school  graduates.  Accord- 
ing to  the  mother,  the  boy  had  a history  of 
being  impatient  and  being  depressed.  He  was 
very  stubborn.  He  always  insisted  on  having 
his  way. 

Prenatally  the  mother  had  slightly  elevated 
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blood  pressure  and  edema  in  the  last  trimester. 
Labor  was  induced  at  forty  weeks  gestation. 
Labor  itself  was  uneventful  with  no  forceps 
being  used  and  the  delivery  was  accomplished 
by  the  vaginal  route. 

Developmental  milestones  were  normal  ex- 
cept for  the  diaper  training.  The  mother  des- 
cribed this  as  a very  difficult  one  indeed.  There 
were  temper  tantrums  even  before  the  age  of 
one  year,  however,  these  increased  as  she  at- 
tempted diaper  training  after  one  year.  The 
mother  and  father  had  different  opinions  on 
child  rearing,  especially  in  the  diaper  stage. 
The  father  wanted  the  boy  belted  more,  say- 
ing “I  wanted  to  give  him  something  to  really 
cry  about”.  The  mother  went  by  the  medical 
books.  His  mother  states  temper  tantrums  still 
persist.  In  the  boy’s  presence  she  stated  that 
this  is  a part  of  his  mental  illness.  S.  T.  slept 
in  the  mother’s  bed  from  the  age  of  two  years 
to  the  age  of  five  years,  and  even  up  until  the 
time  he  was  seen  at  Youth  Counseling  in  1969 
he  continued  sporadically  to  sleep  with  her. 

When  the  child  was  seven  years  old.  the 
father  had  a stroke  with  hemiparesis  from 
a cerebral  aneurysm.  He  also  had  seizures. 
He  has  been  on  anticonvulsant  medication  since 
1966.  The  boy  saw  the  father  with  some  sei- 
zures, and  has  been  fearful  of  seeing  these 
ever  since.  In  1966,  S.  T.  had  loose  bloody 
stools  and  this  was  diagnosed  as  Ulcerative  Co- 
litis. In  1969  he  had  just  been  released  from  the 
hospital  after  having  markedly  bloody  stools 
and  weight  loss,  requiring  multiple  blood  trans- 
fusions. I think  from  this  one  can  readily  see 
that  much  goes  on  in  the  first  two  years  of 
an  infants  life,  that  even  the  most  experienced 
parents  will  encounter  untold  difficulties.  Let 
us  complicate  these  two  stages  even  more, 
for  example,  by  taking  the  high  risk  gravida 
and  high  risk  emotional  circumstances. 

It  is  known  that  approximately  thirteen  per- 
cent of  all  babies  born  in  hospitals  have  an 
Apgar  score  of  six  or  less.  Amnioscopy  or 
Amniocentesis  can  be  used  to  aid  in  determin- 
ing high  risk  physiological  infants.  Also  fetal 
gestation  can  be  determined  from  the  amniotic 
creatinine  and  bilirubin  levels.  The  size  of  the 
fetus  also  directly  influences  the  intelligence 
quotient.  In  a study  done  by  Dr.  Janet  Hardy 
Johns  Hopkins  University,  the  mean  I.Q.  was 
79.5  for  babies  weighing  1,000  to  1,500  grams. 
Those  who  weighed  3,000  grams  or  more  had  a 
mean  I.Q.  of  96.5.  In  addition  to  prematurity, 
placental  location,  the  first  baby  born,  mul- 


tiple births  are  high  risk  factors.2  Also  the 
frequency  of  pregnancies  may  exhaust  the 
mother  physically  and  contribute  to  all  of  the 
above.  The  following  case  illustrates  this : This 
is  a twelve  year  old  white  male,  with  a fifth 
grade  education,  who  was  admitted  to  Central 
State  Hospital,  Norman,  Oklahoma,  in  January, 
1972. 

K.  W.’s  parents  were  married  at  the  age 
of  24.  Both  are  college  graduates.  The  mother 
was  emotionally  upset  and  worried  during  the 
pregnancy.  The  marriage  was  not  a planned 
one.  Hasty  arrangements  'were  made  when  she 
discovered  she  was  pregnant.  Neither  she  nor 
her  husband  were  particularly  ready  for  chil- 
dren in  the  family  when  she  was  aware  she 
was  pregnant ; she  felt  morally  guilty  and  was 
also  financially  stressed. 

The  prenatal  course  otherwise  was  essential- 
ly negative,  except  for  slight  excess  weight 
gain  and  swelling  of  the  legs  in  the  last  tri- 
mester. 

The  boy  was  born  in  Texas  and  weighed  5 
lb.,  7 oz.  Labor  was  normal  and  was  two  hours 
in  duration.  It  was  a vaginal  delivery.  The 
procedure  was  accomplished  without  forceps. 
The  postpartum  was  uneventful  and  both  went 
home  on  the  third  postpartum  day. 

The  mother  bottle  fed  the  baby  and  stated 
he  was  inactive  during  the  first  year  of  life. 

Developmental  milestones  were  normal,  with 
the  notation  he  was  left  eyed,  left  handed,  and 
left  footed.  At  the  age  of  two  years  eye  glasses 
were  recommended  and  received.  He  was  far 
sighted  and  cross-eyed.  He  also  had  a lisp.  He 
had  some  difficulty  with  fine  motor  movement 
and  gross  motor  movement,  as  exemplified  by 
clumsiness  in  running  and  walking.  By  the 
age  of  four  he  knew  numbers  and  could  do  some 
simple  additions  and  the  alphabet  could  be  read. 

There  was  a history  he  was  always  difficult 
to  discipline.  There  was  explosiveness  with 
easy  frustration  and  poor  impulse  control. 

Two  brothers  were  born  into  the  family 
when  K.  W.  was  five  years  old.  One  is  two  and 
one  is  four  at  the  present  time.  K.  W.  showed 
no  outside  behavioral  symptoms  at  either  of 
the  siblings’  births.  But,  as  a result,  the  father 
said  he  paid  more  attention  to  him  after  the 
first  year  of  his  life  because  K.  W.  seemed  to 
feel  all  alone,  left  out  and  unhappy. 

The  boy  went  to  kindergarten  and  liked 
school.  He  did  well  until  the  third  grade.  At 
the  age  of  ten,  and  while  in  the  third  grade,  he 
had  a seizure.  There  was  a right  sided  jerki- 
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ness,  the  Babinski  on  the  right  was  present 
and  there  was  right  hyper-reflexia  as  well.  He 
was  hospitalized  for  this  in  Tulsa,  Oklahoma. 
An  electroencephalogram  was  done  and  showed 
delta  dysrhythmia  over  the  left  hemisphere 
region.  A neurologist  saw  him  and  diagnosed 
him  as  a major  motor  seizure.  He  was  dis- 
charged on  Mysoline  and  Mebaral. 

In  March,  1971,  he  was  admitted  to  a psy- 
chiatric center  in  Tulsa.  The  reason  for  his 
admission  was  that  when  in  school  he  was  dis- 
ruptive, that  he  had  short  attention  span,  and 
three  weeks  prior  to  admission  he  was  with- 
drawn. He  did  not  prefer  to  be  with  peers. 
After  he  was  released  from  the  hospital  he 
was  placed  in  a special  education  class  and  did 
poorly.  He  had  done  A and  B work  until  he 
was  in  the  fourth  grade  and  then  his  grades 
spiraled  down  quite  rapidly.  Even  at  that  time 
it  was  noted  that  he  no  longer  cared  to  asso- 
ciate with  peers.  In  the  home,  the  mother 
noted  the  disruptive  behavior  described  above, 
and  short  attention  span  with  increased  im- 
pulsivity  becoming  much  more  apparent  at  the 
age  of  nine  years.  He  was  diagnosed  as  a 
Chronic  Brain  Syndrome  with  seizures,  and 
second,  a Behavior  Disorder  with  borderline 
psychotic  features.  In  the  mental  status  he 
exhibited  many  of  the  symptoms  of  idiot 
savant,  that  is  memory  for  insignificant  things. 
In  this  boy’s  case,  dates,  months,  presidents, 
and  antique  automobiles  are  involved  in  this 
boy’s  memory  process. 

HOW  TO  HELP  THE  PARENT 

Obviously  there  is  no  master  plan  or  rule 
book  for  children  and  parents.  However,  they 
can  direct  themselves  toward  certain  goals. 
For  example,  to  help  the  child  differentiate 
reality  from  fantasy,  aim  at  mastering  and 
coping,  (Toussieng,  1971)  delay  of  gratifica- 
tion, tolerance  of  frustration  and  impulse  de- 
lay are  essential  as  the  infant  progresses 
through  his  life.  The  establishment  of  self 
identity  is  important.  By  identification  with 
a significant  person  the  parent  can  utilize  the 
“good”  super  ego  concept,  learning  “right 
from  wrong”.  Children  are  often  good  for  a 
variety  of  reasons  at  given  age  groups.  How- 
ever, watch  out  for  that  good  little  child.  The 
one  who  is  overly  inhibited  and  frightened  and 
shy.  This  shy  child  can  be  much  more  psy- 
chiatrically  ill  than  the  child  with  bad  be- 
havior. 

The  parent  should  be  aware  that  tender  lov- 
ing care  is  fine  as  long  as  it  is  not  neurotic 


love  from  the  parent,  and  the  fantasy  of  the 
giver  is  understood.  Clinicians,  teachers,  and 
the  parent  should  be  wary  of  labeling.  For 
example,  take  the  symptoms  of  hyperactivity. 
This  may  to  most  individuals  simply  mean  rest- 
lessness. Also  a symptom  in  itself  may  have 
many  connotations.  For  example,  functional 
disorders  or  such  emotions  as  anxiety,  anger, 
depression  or  even  psychoses  of  childhood. 
Hyperactivity  may  also  be  characteristic  of 
the  child’s  temperament  (Chess  & Birch)  or 
other  personality  disorders.  It  is  also  a symp- 
tom of  brain  damage.  Labeling  can  have  a 
worse  effect  than  the  disease  entity  itself. 

Parents  may  understand  the  child  by  attach- 
ing significance  to  nonverbal  communication. 
A good  reader  of  affect  can  often  anticipate 
consequences  of  behavior  before  it  occurs.  In 
infancy,  for  example,  the  proverbial  crying  of 
the  baby  is  a demand  for  attention.  When  at- 
tention is  given  the  crying  will  cease.  A wise 
mother  knows  that  often  rocking  the  baby 
seventy  eighty  times  per  minutes  will  alleviate 
crying.  Laughter,  on  the  other  hand,  is  caused 
by  physical  stimulation,  or  may  occur  when 
stress  is  removed. 

Critical  periods  are  exceedingly  important 
in  humans,  although  they  are  poorly  defined 
in  boundaries  of  time.  They  are  more  easily 
determined  in  animals,  for  example,  imprinting 
in  the  duck.  The  newborn  infant  has  inborn 
potentiality  of  varying  lengths  for  these  criti- 
cal periods.  The  importance  of  the  critical  peri- 
od can  be  established  from  the  following  sig- 
nificant pathological  entities. 

1.  In  socio-cultural  mental  retardation,  the 
critical  period  occurs  at  approximately 
the  age  of  six  months  and  lasts  two  and 
a half  years.  It  is  pretty  generally  con- 
cluded after  the  age  of  four  years  very 
little  can  be  done  to  reverse  socio-cultural 
mental  retardation.3 

2.  A critical  period  for  some  children  who 
suffer  developmental  trauma  in  the  form 
of  “loss  of  status,”  also  exists.  Weinberg- 
er states,  “that  occurring  during  the 
eighteenth  month  of  life  through  the  third 
year  of  life  if  the  relationship  between 
mother  and  child  has  thusly  been  dis- 
turbed, there  occurs  in  some  children  a 
triad  consisting  of  silence,  masochism, 
and  depression.  The  silence  he  feels  repre- 
sents object  loss  or  acting  out  in  these 
patients.5 
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Fortunately  the  normal  baby  has  constitu- 
tional protection  in  other  ways,  for  example 
these  are  nature’s  and  biology’s  way  of  en- 
couraging survival.  Perhaps  the  fact  that  a 
baby  cannot  distinguish  a mother’s  face  from 
two  dark  spots  before  the  age  of  three  months 
may  be  a part  of  this  inborn  protection.  Around 
three  months  of  age  he  can  distinguish  a face. 
Certainly  the  cry  and  suck  reflex  function  in 
the  same  manner. 

Again  it  can  be  readily  seen  that  much  goes 
on  in  the  first  two  years  of  life.  These  stages 
are  essential  building  blocks  to  the  child’s  emo- 
tional future.  The  more  harmonious  the  in- 
tegration of  the  emotional  processes  during  the 
first  two  years  of  life,  the  better  the  progres- 
sion for  development,  maturation,  and  emo- 
tional health  of  the  individual.  However,  all  is 
not  lost  even  if  the  parents  blunder.  Much  can 
still  be  done  for  the  individual  if  he  should  seek 
treatment  in  adolescence  or  later  in  life.  Some 
do  quite  well  with  the  help  of  external  or  in- 
ternal powers,  whatever  these  might  be  even 
in  the  absence  of  treatment.  The  child  can  be 
left  with  a psychopathology  and  the  symptoms 
alleviated.4  The  following  case  is  noteworthy 
here:  K.  G.  was  a fourteen  year  old  white  male, 
who  was  seen  with  his  mother  and  stepfather 
in  August  of  1971.  He  was  seen  because  he 
had  taken  a gun  after  his  stepfather  and  had 
also  tried  to  strike  him  with  a chair.  He  was 
doing  very  poorly  in  school.  He  was  a be- 
havioral problem  for  the  mother  as  well  and 
she  described  him  as  being  a lazy  boy. 

When  K.  G.  was  three  years  of  age  his  bi- 
ological father  left  the  home.  The  relationship 
between  K.  G.  and  his  father  had  been  a rather 
solid  one  up  until  that  point,  as  noted  by  the 
mother.  The  father  was  an  alcoholic,  however. 
He  also  used  to  beat  the  boy  severely,  according 
to  the  mother.  This  went  on  often  in  the  home. 
K.  G..’s  developmental  milestones  were  essen- 
tially normal  except  for  enuresis  persisting  un- 
til the  age  of  ten  years. 

The  psychiatric  diagnosis  was  a personality 
disorder,  passive  aggressive  personality.  The 
therapist  elected  to  ignore  in  the  treatment 
modality  the  psychopathology  and  saw  the  in- 
dividual on  a once  weekly  basis  dealing  with 
“here  and  now”  approach  to  help  the  boy  with 
mastering  and  coping.  As  of  April  27,  1972,  the 
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boy  had  achieved  the  following:  He  no  longer 
dates  a girl  friend  who  he  states  has  other 
interests  such  as  social  mores  which  incline  her 
toward  prostitution.  In  December,  1971,  he 
secured  a paper  route.  He  has  been  able  to 
move  from  the  paper  route  to  employment  at 
one  of  the  drive-in  concession  stands  in  Nor- 
man, Oklahoma.  His  employer  states  he  has 
been  completely  reliable  and  has  asked  him  to 
continue  working  in  the  establishment.  His 
grade  levels  in  school  have  gone  from  a border- 
line failing  to  a general  high  C average.  His 
mother  states  that  he  is  no  longer  a problem  in 
the  home.  The  only  difficulty  she  now  has  is 
getting  him  to  pick  up  his  clothes.  The  step- 
father states  the  boy  is  improved  so  much  that 
indeed  he  feels  treatment  at  the  present  time 
should  be  ceased. 

Truth  and  consistency,  plus  the  techniques 
of  mastering  and  coping  are  of  vital  importance 
to  the  infant  in  the  first  two  years  of  life  and 
his  subsequent  psychological  processes.  This 
should  be  high  on  the  agenda  of  all  parents 
with  children. 

SUMMARY 

The  first  two  years  of  life  are  building- 
blocks  for  future  emotional  processes.  This 
paper  is  presented  perhaps  to  make  it  easier 
for  clinicians  to  recognize  assertable  positive 
and  also  negative  emotional  difficulties  in  these 
first  two  years.  This  paper  was  presented  with 
the  intention  that  perhaps  it  might  be  of  some 
assistance  for  the  clinicians  in  helping  the  par- 
ent in  planned  parenthood  and  recognizing  in 
each  child  who  comes  to  his  office  the  im- 
portance of  early  recognition  of  where  things 
may  go  wrong.  The  clinicians,  therefore,  may 
be  better  prepared  to  deal  with  these  emotional 
problems  if  they  should  arise. 
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MEDICAL  ASSOCIATION 


News  Notes  • Changes  • Births  • News 


Brooks  Ranney,  M.D., 

Yankton,  spoke  at  the  scien- 
tific session  of  the  annual 
meeting  of  the  North  Dakota 
Academy  of  Family  Physi- 
cians. South  Dakota  physi- 
cians attending  the  meeting 
on  November  17  and  18  in- 
cluded A.  P.  Reding,  M.D.. 
Marion,  and  Leonard  Linde, 
M.D.,  Mobridge. 


Creighton  University  and 
the  Creighton  Alumni  Asso- 
ciation presented  a Silver  An- 
niversary Citation  to  George 
Barnett,  M.D.,  Sioux  Falls,  in 
recognition  of  his  25  years  of 
service  to  mankind  and  his 
loyalty  to  Creighton  Univer- 
sity. 


Paul  Hohm,  M.D.,  Huron, 
and  Winston  Odland,  M.D., 

Aberdeen,  were  elected  to  the 
executive  board  of  the  Ad- 
visory Committee  for  the 
Oahe  Community  Health  Edu- 
cation Project.  The  project  is 
designed  specifically  to  im- 
prove the  health  services 
within  an  18  Yz  county  area 
through  education  of  man- 
power. 


Harland  Hermann,  M.D., 

Fort  Meade,  spoke  to  mem- 
bers of  the  Lutheran  Social 
Services  on  “Trans-actional 
Analysis”  which  is  a new  ap- 
proach to  “understanding  our- 
selves and  the  responses  we 
evoke  in  others.” 


The  Brookings  Area  Better- 
ment organization  whose  pur- 
pose is  to  involve  more  people 
in  planning  the  future  of  the 
Brookings  area  re-elected  C. 
S.  Roberts,  M.D.,  chairman 
for  the  coming  year. 
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TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Benjamin  Munson,  M.D., 

Rapid  City,  participated  in  a 
panel  discussion  on  the  impli- 
cations of  changing  expecta- 
tions of  women  at  a seminar 
on  human  sexuality  spon- 
sored by  the  students  at  the 
University  of  South  Dakota 
Medical  School.  David  Holz- 
warth,  M.D.,  Yankton,  spoke 
on  “Contraception”  and  B.  J. 
Begley,  M.D.,  and  Milton 
Mutch,  M.D.,  Sioux  Falls, 
spoke  on  “The  Role  of  the 
Physician.” 


Robert  G.  Olson,  M.D., 

47,  Sioux  Falls,  was  killed 
in  a one  car  accident  on 
November  11.  Dr.  Olson 
graduated  from  Sioux  Falls 
College,  received  his  M.D. 
degree  from  the  University 
of  Illinois  College  of  Medi- 
cine in  1952  and  interned 
at  Illinois  Masonic  Hos- 
pital, Chicago.  He  began 
his  practice  in  Sioux  Falls 
in  1953  and  served  as  chief 
of  staff  of  Sioux  Valley 
Hospital  at  the  time  of  his 
death.  Dr.  Olson  is  sur- 
vived by  his  widow,  two 
daughters,  Judith  and 
Jennifer,  and  three  sons, 
James,  John  and  Jeffrey, 
all  at  home. 
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DIAL  336-2550 


. . . and  ask  for  Chuck  Bahnson.  He’s  one  of 
our  Registered  Representatives  in  Sioux  Falls.  And 
we  think  you’ll  be  happy  to  find  how  friendly  and 
competent  he  is  in  discussing  your  investment 
questions. 

DAIN,  KALMAN  & QUAIL 

INCORPORATED 

TELEPHONE:  336-2550 
224  SO.  MAIN  AVE.  • SIOUX  FALLS,  S.  D. 

Investment  Research  With  A Regional  Accent 
Member  New  York  Stock  Exchange,  Inc./lOO  Dain  Tower,  Mpls. 


FAMILY  PRACTICE  EXAM 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  writ- 
ten certification  examination  on  October  20-21, 
1973.  It  will  be  held  in  various  centers  geo- 
graphically distributed  throughout  the  United 
States.  Information  regarding  the  examination 
can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

Please  Note:  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a com- 
pleted application  with  the  Board  office.  Dead- 
line for  receipt  of  applications  in  this  office  is 
August  1,  1973. 
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SOUTH  DAKOTA 


COUNCIL  MEETING  MINUTES 


Saturday,  October  14,  1972  Hickory  House  Motor  Inn 
9:30  a.m.  Huron,  South  Dakota 


The  meeting  was  called  to  order  at  10:00  a.m.  by 
Fred  Leigh,  M.D.,  Chairman  of  the  Council.  Those 
present  for  roll  call  were  Doctors  W.  R.  Taylor,  T.  H. 
Sattler,  R.  E.  VanDemark,  A.  P.  Reding,  R.  H.  Quinn, 
J.  J.  Stransky,  Fred  Leigh,  G.  E.  Tracy,  C.  L.  Swanson, 
H.  R.  Lewis,  M.  R.  Cosand,  James  Ryan,  Eldon  Bell, 
J.  B.  Gregg,  E.  A.  Rudolph,  John  Barlow,  E.  H.  Hein- 
richs and  guests  Robert  Hayes,  M.D.,  Roscoe  Dean, 
M.D.  and  J.  A.  Muggly,  M.D. 

Dr.  Swanson  moved  that  the  minutes  of  the  previous 
meeting  be  approved  as  published  in  the  SOUTH  DA- 
KOTA JOURNAL  OF  MEDICINE.  The  motion  was 
seconded  by  Dr.  Reding  and  carried. 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS  MINUTES 

September  23,  1972 
Howard  Johnson  Motor  Lodge 
Rapid  City,  S.  D. 

Members  present:  Doctors  Hayes,  Lillard,  Tesar, 
Harris,  Zvejnieks  and  Gregg  and  student  representative 
Richard  Honke.  Members  excused:  Dr.  Church,  Also 
present:  Doctors  W.  R.  Taylor  and  E.  Heinrichs,  and 
Mr.  Robert  Johnson. 

Matters  considered  by  the  Commission: 

1.  A report  was  presented  by  Dr.  W.  R.  Taylor  repre- 
senting the  Ad  Hoc  Committee  on  Medical  Education. 
To  date  this  Committee  has  not  finalized  its  work,  but 
will  do  so  soon.  It  was  M/S/P  (Hayes/Lillard)  that 
this  Commission  thank  the  Ad  Hoc  Committee  for  all 
of  their  diligent  work  and  recommend  that  its  report 
be  forwarded  to  the  Council  and  to  the  Legislature. 

2.  It  was  announced  to  the  Commission  that  it  has 
been  requested  by  the  Council  of  the  SDSMA  that  the 
Chairman  of  this  Commission  or  his  representative  at- 
tend all  Council  meetings  so  as  to  provide  closer  liaison 
between  the  Council  and  the  Commission. 

3.  Attendance  at  this  Commission  meeting  today 
was  good.  However,  attendance  at  various  Commission 
meetings  in  the  past  has  been  poor.  For  this  reason 
it  behooves  every  member  of  each  Commission  to  make 
a determined  effort  to  attend  the  meetings  of  the  Com- 
mission. 

4.  The  proposed  compact  with  Colorado  to  educate 
the  handicapped  was  discussed  at  some  length.  It  was 
M/S/P  (Hayes/Harris)  that  the  SDSMA  support  the 
idea  of  vocational  rehabilitation  to  include  collegiate 
education  when  and  where  necessary  and  support 
directed  toward  adequate  funding  of  Vocational  Re- 
habilitation. It  is  suggested  that  State  funds  be  di- 
rected toward  the  Vocational  Rehabilitation  because  of 
its  ability  to  receive  much  more  adequate  federal 
matching  funds. 

5.  The  matter  of  communication  between  the  Man- 
ager of  a South  Dakota  Medical  Clinic  and  the  State 
Health  Officer  concerning  re-organization  of  billing- 
techniques  to  the  Crippled  Children’s  Services  and  other 
matters  pertaining  to  the  Crippled  Children’s  Services 
was  discussed  by  Dr.  Hayes.  In  view  of  the  fact  that 
there  is  to  be  a meeting  within  the  next  week  of  se- 
lected members  of  the  SDSMA  and  the  State  Health 
Officer  to  consider  reorganization  of  the  Crippled  Chil- 
dren’s Program  it  was  felt  that  this  Commission  should 
take  no  action  on  this  matter  at  the  present  moment. 
Dr.  Hayes  will  report  back  to  this  Commission  by 
letter. 

6.  The  subject  of  obtaining  donor  eyes  by  morticians 
as  outlined  in  correspondence  from  Mr.  Howard  Han- 
son and  the  reply  to  a survey  relating  to  this  subject 
of  the  Ophthalmologists  and  the  Pathologists  of  South 
Dakota  was  discussed.  It  was  M/S/P  (Zvejnieks/Lil- 
lard)  that  whenever  possible  the  eye  specimens  be  re- 
moved by  a physician.  However,  when  a physician  is 
not  available  that  a properly  trained  mortician  may 
be  allowed  to  remove  the  eyes. 


7.  Changes  in  the  Battered  Child  Law.  No  report 
now,  but  the  Pediatric  Association  will  have  one 
later. 

8.  Discussion  on  legislation  activities  at  the  national 
level  by  Dr.  A.  A.  Lampert.  Dr.  Lampert  was  unable 
to  attend,  but  several  items  including  noise  pollution 
legislation,  changes  in  OSHA,  and  legislation  pertain- 
ing to  strikes  by  hospital  employees  were  presented 
briefly  by  Dr.  Gregg. 

9.  Mr.  Johnson  requested  that  all  Commission  mem- 
bers make  plans  to  attend  a dinner  with  the  State 
Health  and  Welfare  Committee  on  January  17,  1973, 
6:30  p.m.  at  the  Pierre  Elks  Club,  to  meet  and  help 
entertain  these  legislators. 

10.  Resolution  from  the  House  of  Delegates  regard- 
ing the  funding  of  Intern  and  Residency  programs  in 
the  Sioux  Falls  hospitals  was  discussed  at  some  length. 
It  was  the  feeling  of  the  Commissioners  that  the 
SDSMA  should  defer  any  action  on  this  resolution 
until  the  subject  of  the  Medical  School  has  been  re- 
solved and  its  funding  settled.  It  was  also  the  feeling 
of  the  Commissioners  that  if  possible,  the  Internship 
and  Residency  programs  should  be  a part  of  the  Medi- 
cal School  program.  It  was  M/S/P  (Hayes /Harris) 
that  the  SDSMA  defer  any  action  on  this  matter  until 
the  fate  of  the  Medical  School  in  South  Dakota  has 
been  decided. 

11.  PKU  testing  legislation.  After  a brief  presenta- 
tion by  Dr.  Heinrichs  and  much  discussion  it  was  M/S/ 
P (Lillard /Hayes)  that  this  Commission  recommend 
that  the  SDSMA  favor  adoption  of  a public  policy  law 
covering  this  matter  which  contains  a paragraph  com- 
parable to  the  Nebraska  Law,  Paragraph  71-604.03 
(Metabolic  Disorder;  Newborn;  Tests.  The  test  for  de- 
tecting metabolic  disorders  of  the  newborn  infant,  as 
prescribed  by  the  Department  of  Health  shall  include, 
but  not  be  limited  to  the  testing  for  excessive  phenyla- 
lanine in  the  serum  of  the  newborn.)  It  was  further 
recommend  that  the  State  Health  Officer  be  em- 
powered to  accomplish  this  test  at  the  indicated  time 
in  the  newborn  infant.  There  was  one  dissenting  vote 
by  Dr.  Tesar. 

12.  Possible  changes  in  the  Blue  Shield  enabling  law 
to  admit  Podiatrists.  It  was  M/S/P  (Tesar /Lillard) 
that  the  SDSMA  reaffirm  its  previous  stand. 

13.  Abortion  legislation.  It  was  M/S/P  (Tesar/ 
Hayes)  that  the  SDSMA  reaffirm  its  previous  position 
regarding  this  matter. 

14.  Medical  School  budget  for  1973-74.  It  was  M/S/P 
(Tesar/Hayes)  that  this  Commission  go  on  record  as 
recommending  to  the  Special  Ad  Hoc  Committee  that 
they  recommend  to  the  legislature  of  South  Dakota 
that  the  budget  of  $1,367,878  be  made  available  for 
the  Medical  School  Program. 

15.  Health  Professions  Loan  Fund.  The  final  budget 
for  this  fund  has  not  been  announced  yet.  It  was  the 
concensus  of  the  Commission  that  the  SDSMA  should 
go  on  record  as  supporting  the  budget  as  it  will  be 
proposed. 

16.  Uniform  Physical  Examination  Report  forms  for 
institutions  of  higher  learning  in  South  Dakota  was 
discussed  briefly.  No  action. 

17.  Tax  legislation.  A brief  report  was  made  by 
Mr.  Johnson  but  no  action  was  taken  by  the  Com- 
mission. 

18.  A meeting  on  occupational  health  held  in  Chi- 
cago ten  days  ago  was  not  attended  by  a member  of 
this  Commission  because  there  was  very  little  material 
to  be  presented  at  the  meeting  which  would  be  really 
pertinent  to  the  SDSMA. 

19.  Mr.  Daniel  W.  Nixon  who  is  a Staff  Representa- 
tive of  the  Health  Insurance  Association  of  America 
will  appear  at  the  next  meeting  of  this  Commission  to 
discuss  health  insurance  legislation  on  a national  level. 

20.  Nurse-Assistant  Program  was  discussed  by  Dr. 
Hayes.  It  seems  to  be  doing  well  and  eventually  Dr. 
Hayes  feels  that  enabling  legislation  for  Physician’s 
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Assistants  on  various  categories  will  have  to  be  con- 
sidered. There  may  be  such  legislation  introduced  into 
the  coming-  session  of  the  South  Dakota  legislature. 

21.  Mr.  Johnson  reported  that  the  South  Dakota 
Board  of  Medical  and  Osteopathic  Examiners  are  going 
to  have  to  amend  the  Medical  Practice  Act  to  allow 
the  use  of  FLEX  examination  in  South  Dakota  so  as 
to  be  able  to  reciprocate  with  the  other  forty-nine 
states.  When  this  is  done  it  will  be  necessary  to  raise 
the  fee  for  examination  to  $100  and  the  reciprocity  fee 
from  $90  to  $100.  It  will  also  be  necessary  to  raise 
the  renewal  fee  from  $10  to  possibly  $15.  It  is  further 
contemplated  that  the  Physician’s  Assistant  Practition- 
ers be  considered  under  the  revised  Medical  Practice 
Law.  It  was  M/S/P  (Tesar/Lillard)  that  the  SDSMA 
endorse  the  action  of  the  South  Dakota  Board  of  Medi- 
cal and  Osteopathic  Examiners  and  that  this  Associa- 
tion be  kept  informed  of  the  changes. 

22.  Future  meetings  of  this  Commission  will  be  an- 
nounced insofar  as  place  and  time  are  concerned. 

23.  It  was  M/S/P  (Tesar/Lillard)  that  this  Com- 
mission recommend  to  the  Council  that  Mr.  Robert 
Johnson  and  Dr.  J.  B.  Gregg  be  empowered  to  act  for 
the  Association  at  the  next  legislative  session.  When- 
ever possible  the  Commissioners  and  the  Officers  of  the 
Association  will  be  contacted  prior  to  any  action. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D. 

Chairman 

Dr.  Gregg  reviewed  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations.  Dr.  Hein- 
richs reported  on  the  recent  meeting  on  the  Battered 
Child  Law  and  stated  that  the  creation  of  a central 
registry  has  been  proposed.  Dr.  Taylor  reported  on 
the  work  of  the  Medical  Education  Study  Committee 
and  stated  that  a poll  will  be  sent  to  all  physicians  in 
South  Dakota  later  in  October  to  determine  the  con- 
sensus of  South  Dakota  physicians  regarding  the  fu- 
ture of  medical  education  in  this  state.  Dr.  Swanson 
moved  that  the  Council  issue  a vote  of  confidence  to  the 
Medical  Education  Study  Committee  for  their  work 
and  urge  them  to  continue  on  the  same  line.  The  mo- 
tion was  seconded  by  Dr.  Quinn  and  carried.  Dr.  Tracy 
moved  that  the  Council  accept  the  report  of  the  Com- 
mission on  Legislation  and  Governmental  Relations. 
The  motion  was  seconded  by  Dr.  Stransky  and  car- 
ried. 

COMMISSION  ON  COMMUNICATIONS 
AND  LIAISON 

Kochi  Motel 
Yankton,  S.  D. 

September  16,  1972 

The  meeting  was  called  to  order  at  1:30  p.m.  by 
chairman  John  Barlow,  M.D.  Present  for  roll  call  were 
Doctors  Barlow,  Charles  Loos  and  President  W.  R. 
Taylor.  Also  in  attendance  was  David  Slama,  student 
representative. 

A discussion  was  held  on  the  attendance  at  the 
Commission  meeting.  The  Commission  endorsed  the 
idea  of  a poll  of  Commission  members  to  determine 
the  most  favorable  location  for  Commission  meetings 
and  the  day  of  the  week  which  would  be  most  con- 
venient for  physicians  to  attend  these  meetings. 

Considerable  discussion  was  held  concerning  the 
SOUTH  DAKOTA  JOURNAL  OF  MEDICINE.  Mr. 
Robert  Johnson  discussed  the  possibility  of  joining  with 
the  North  Dakota  Association  to  publish  a DAKOTA 
JOURNAL  OF  MEDICINE.  Preliminary  costs  were 
presented  as  well  as  the  advantages  and  disadvantages 
of  a joint  publication.  The  Commission  recommended 
to  the  Council  that  authorization  be  given  to  continued 
study  of  the  situation  and  that  a formal  overature  be 
made  to  the  North  Dakota  State  Medical  Association 
to  establish  a joint  journal. 

The  Commission  recommended  that  the  executive 
office  contact  the  American  Medical  Association  for 
information  on  plans  for  Community  Health  Week  for 
1972. 


Mr.  Johnson  discussed  “Action  72”  which  is  a pro- 
gram of  education  of  physicians  on  national  health 
insurance  proposals  currently  being  considered  by  Con- 
gress. The  Commission  recommended  that  the  State 
Association  obtain  an  additional  supply  of  the  book- 
lets, “Where  Do  We  Stand?”  and  “Medical  and  Health 
Care  For  All”  and  include  them  in  a future  Grab 
Bag.  Physicians  can  order  these  materials  in  large 
supplies  for  their  offices  and  waiting  rooms.  It  was 
felt  that  these  materials  provide  excellent  information 
on  legislative  proposals  on  this  subject. 

The  Commission  recommended  that  Mrs.  Bea  Damm 
be  invited  to  meet  with  the  Commission  at  the  spring- 
meeting  to  discuss  mutual  problems.  The  Commission 
will  ask  representatives  of  various  allied  groups  to 
meet  with  them  in  the  future  to  keep  communications 
open  between  the  Medical  Association  and  other  or- 
ganizations. 

The  meeting  adjourned  at  2:40  p.m. 

Dr.  Barlow  briefly  reviewed  the  report  of  the  Com- 
mission on  Communications  and  Liaison.  The  Council 
discussed  the  possibility  of  publishing  a combined 
South  Dakota-North  Dakota  Journal  of  Medicine.  Dr. 
Tracy  moved  that  the  Commission  continue  to  explore 
the  possibility  of  publishing  a combined  journal.  The 
motion  was  seconded  by  Dr.  Swanson  and  carried.  Dr. 
Cosand  moved  that  the  Council  accept  the  report  of 
the  Commission  on  Communications  and  Liaison.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried. 


COMMISSION  ON  INTERNAL  AFFAIRS 

Howard  Johnson  Motor  Lodge 
Rapid  City,  S.  D. 

September  23,  1972 

The  meeting  was  called  to  order  at  1:00  p.m.  Present 
were  members  Dr.  E.  J.  Perry  and  Dr.  Warren  Golliher. 
Also  in  attendance  were  Dr.  W.  R.  Taylor  and  Mr. 
Robert  Johnson. 

The  Commission  reviewed  the  financial  report  for 
the  month  of  August,  the  annual  audit  for  1971-72, 
and  the  breakdown  of  expenditures  in  four  selected  ex- 
pense categories.  The  reports  were  accepted  for  in- 
formation purposes.  The  Journal  finances  were  dis- 
cussed and  the  Commission  members  felt  that  a pro- 
posal to  publish  a joint  North  Dakota-South  Dakota 
Journal  should  be  pursued. 

The  Commission  reviewed  the  report  of  transactions 
carried  on  by  the  Health  Career  Loan  Fund  and  ac- 
cepted the  report. 

The  Commission  considered  the  correspondence  from 
the  Continental  Casualty  Company  concerning  the  over- 
head expense  protection  plan  which  is  offered  to  mem- 
bers of  the  State  Association.  The  company  has  indi- 
cated that  a change  must  be  made  in  the*  coverage: 
either  extending  the  waiting  period  from  16  days  to 
30  days,  or  greatly  increasing  the  premium  structure. 
The  company  also  wishes  to  allow  physicians  to  in- 
crease the  maximum  amount  of  coverage  from  $1,000 
per  month  to  $2,000  per  month.  The  Commission 
recommends  to  the  Council  that  the  plan  be  amended 
to  provide  a 30  day  waiting  period,  and  a maximum 
limit  of  $2,000  per  month. 

The  Commission  considered  a request  from  the  South 
Dakota  Council  on  Economic  Education  for  financial 
support.  The  Commission  recommends  to  the  Council 
that  inasmuch  as  the  Association  and  the  Endowment 
Association  support  medical  education  and  other  health 
education  programs,  the  request  for  funds  not  be  given 
affirmative  action.  It  was  the  feeling  of  the  Commis- 
sion that  our  financial  support  should  be  limited  to 
medical  areas  of  the  educational  system. 

The  meeting  adjourned  at  1:45  p.m. 

Dr.  Rudolph  presented  the  report  of  the  Commission 
on  Internal  Affairs.  Dr.  Stransky  moved  that  the 
( ouncil  accept  the  report  of  the  Commission  on  Internal 
Affairs.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried. 
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COMMISSION  ON  MEDICAL  SERVICE 

September  16,  1972 
Kochi  Motel 
Yankton,  S.  D. 

The  meeting  was  called  to  order  at  10:00  a.m.  by 
Chairman  R.  F.  Hubner,  M.D.  Present  for  roll  call  were 
Drs.  Hubner,  B.  C.  Gerber,  J.  Rud,  W.  B.  Odland,  How- 
ard Saylor  and  President  W.  R.  Taylor.  Also  in  at- 
tendance was  student  representative  Kathy  Safford. 

It  was  brought  to  the  attention  of  the  Commission 
that  the  Council  has  requested  each  Commission  chair- 
man or  his  representative  to  attend  each  Council  meet- 
ing to  discuss  Commission  recommendations  and  to  give 
the  Council  insight  into  the  Commission  deliberations. 

The  Commission  discussed  the  problem  of  attendance 
at  Commission  meetings.  It  was  brought  out  that  per- 
haps the  physicians  are  not  fully  aware  of  the  work 
of  the  Association  and  better  communications  would 
bring  greater  interest  and  participation  by  the  mem- 
bers. The  time  and  place  of  Commission  meetings  was 
discussed  and  the  Commission  recommended  that  a 
poll  be  taken  of  all  Commission  members  to  determine 
if  Huron  or  Pierre  would  be  a better  location  for  meet- 
ings, along  with  Sioux  Falls  and  Rapid  City.  The  poll 
would  also  ask  if  a weekday  would  be  better  for  the 
physician  than  Saturday  for  Commission  meetings. 

The  Commission  discussed  the  problem  in  the  Micro- 
biology Department  at  the  School  of  Medicine.  The 
Commission  requested  that  Dr.  Scott,  Acting  Dean  of 
the  School  of  Medicine,  be  invited  to  attend  a special 
meeting  of  the  Commission  to  discuss  the  problem  in 
the  Microbiology  Department,  and  that  this  meeting 
be  scheduled  prior  to  the  spring  Commission  meeting. 

Dr.  Gerber  reported  on  the  work  of  the  Medical 
Education  Study  Committee  which  has  been  working 
the  past  four  months  on  developing  a recommendation 
regarding  medical  education  in  South  Dakota. 

It  was  suggested  that  a representative  of  the  Com- 
mittee arrange  to  meet  with  the  students  at  the  Medi- 
cal School  to  give  them  a report  on  the  work  of  the 
Study  Committee  and  the  recommendations  which  they 
will  present  to  the  membership  of  the  State  Associa- 
tion. 

The  Commission  reviewed  a letter  concerning  nurs- 
ing home  placements  which  had  been  sent  out  by  the 
Department  of  Public  Welfare  to  the  physicians  in 
South  Dakota.  The  letter  was  discussed  by  Dr.  Saylor. 
He  indicated  that  the  letter  was  sent  out  at  the  direc- 
tion of  the  Welfare  Commission.  Dr.  Rud  moved  that 
the  Commission  recommend  to  the  Council  that  the 
concept  of  establishing  regional  medical  directors  in 
South  Dakota,  as  proposed  by  Dr.  Saylor,  be  approved. 
The  motion  was  seconded  and  carried.  The  Commission 
also  suggested  that  communications  to  the  physicians 
of  the  State  be  coordinated  between  the  Welfare  De- 
partment and  the  Commission,  representing  the  State 
Medical  Association,  prior  to  being  sent  out  from 
Pierre. 

The  Commission  considered  the  action  taken  by  the 
American  Medical  Association  at  the  annual  meeting 
concerning  Aetna  Life  & Casualty  Company’s  action 
in  determining  fees.  Dr.  Gerber  moved  that  this  item 
be  tabled  inasmuch  as  developments  since  June  indi- 
cate that  further  action  by  the  State  Association  is 
not  necessary.  The  motion  was  seconded  and  carried. 

The  Commission  considered  the  proposed  discharge 
summary  which  has  been  submitted  by  the  State  De- 
partment of  Health.  The  Commission  recommended 
that  the  State  Association  oppose  the  concept  of  this 
discharge  summary  as  presented. 

Mr.  Robert  Johnson  discussed  establishment  of  pri- 
orities for  the  future  by  the  Commission.  A suggestion 
was  made  that  a survey  be  made  on  utilization  of  out- 
patient physician  services.  The  Commission  requested 
that  the  American  Medical  Association  be  contacted 
to  determine  if  such  a survey  has  been  made  or  if  the 
information  would  be  available  from  other  sources. 

Dr.  Gerber  discussed  his  duties  as  Rural  Health 
Chairman  for  the  Commission,  which  consists  of  main- 
taining liaison  with  the  AMA  Department  of  Rural 
Health  and  local  agencies  concerned  with  this  subject. 


The  meeting  adjourned  at  12:30  p.m. 

The  Council  reviewed  the  report  of  the  Commission 
on  Medical  Service.  Dr.  Sattler  briefly  reviewed  the 
problem  concerning  the  Microbiology  Department  at 
the  Medical  School  and  stated  that  apparently  the 
problem  has  been  resolved.  A discussion  was  held 
concerning  the  duties  of  the  various  Commissions. 
Dr.  Quinn  moved  that  a full  study  be  made  of  all  the 
Commissions  to  determine  the  feasibility  thereof  and 
that  guidelines  be  established  outlining  the  specific 
areas  considered  by  each.  The  motion  was  seconded 
by  Dr.  Sattler  and  carried.  The  Council  discussed  the 
Commission’s  review  of  a letter  sent  by  Dr.  Saylor 
concerning  nursing  home  placement.  Dr.  Stransky 
moved  that  if  the  Welfare  Commission  wants  the  Coun- 
cil to  approve  the  concept  of  establishing  regional 
medical  directors,  a specific  plan  should  be  submitted 
to  the  Council  prior  to  any  action  being  taken.  The 
motion  was  seconded  by  Dr.  Quinn  and  carried.  Dr. 
Hayes  reported  on  the  proposed  hospital  discharge 
checklist  submitted  by  the  Department  of  Health.  Dr. 
Swanson  moved  that  the  Council  concur  with  the  Com- 
mission and  oppose  the  concept  of  this  discharge  sum- 
mary. The  motion  was  seconded  by  Dr.  Tracy  and 
carried.  Dr.  Cosand  moved  that  the  Council  accept 
the  report  of  the  Commission  on  Medical  Service. 
The  motion  was  seconded  by  Dr.  Swanson  and  carried. 

COMMISSION  ON  SCIENTIFIC  MEDICINE 

September  23,  1972 
Howard  Johnson  Motor  Lodge 
Rapid  City,  S.  D. 

The  meeting  was  called  to  order  at  9:30  a.m.  by  Dr. 
E.  H.  Heinrichs,  chairman.  Present  for  roll  call  were 
the  following  members:  Drs.  E.  H.  Heinrich,  W.  Ko- 
varik,  James  Larson,  R.  J.  Zakahi,  R.  R.  Thornton,  H. 
Streeter  Shining  and  student  representative  Richard 
Holm.  Also  attending  the  meeting  were  Drs.  Robert 
Hayes  and  W.  R.  Taylor. 

Dr.  Larson  moved  that  the  minutes  of  the  last  Com- 
mission meeting  be  accepted  as  printed  in  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE.  The  motion 
was  seconded  and  carried. 

Dr.  Heinrichs  reviewed  the  proposed  plan  submitted 
by  the  Advisory  Committee  on  Continuing  Medical 
Education.  Dr.  Zakahi  moved  that  the  plan  be  pre- 
sented to  the  Council  at  the  October  meeting  for  their 
approval.  The  motion  was  seconded  and  carried.  Dr. 
Larson  moved  that  the  Council  be  asked  for  authoriza- 
tion to  request  a grant  from  the  Regional  Medical 
Program,  starting  July  1,  1973,  to  underwrite  the  cost 
of  establishing  this  program  in  South  Dakota.  The 
motion  was  seconded  and  carried.  A lengthy  discussion 
was  held  on  the  mechanisms  necessary  to  set  up  this 
program  and  the  necessity  to  complete  the  work  within 
the  next  two  or  three  years. 

Dr.  Heinrichs  discussed  the  encephalitis  program 
being  carried  on  in  South  Dakota  at  the  present  time. 
The  Commission  recommended  to  the  Council  that  ef- 
forts should  be  made  to  include  mosquito  control  as  an 
important  part  of  any  program  established  in  the  Oahe 
irrigation  project. 

A discussion  was  held  on  the  recommendations  of 
the  Academy  of  Pediatrics  on  rubella  vaccinations.  On 
motion  of  Dr.  Larson,  the  matter  was  tabled.  Dr.  Lar- 
son moved  that  the  Commission  recommend  that  all 
ante-natal  patients  be  tested  for  rubella  anti-titer. 

A discussion  was  held  concerning  the  prescribing  of 
drugs  by  physicians  which  have  the  potential  for  abuse, 
such  as  amphetamines,  etc.  Dr.  Larson  moved  that  the 
Commission  recommend  to  the  Council  that  all  districts 
of  the  South  Dakota  State  Medical  Association,  which 
have  not  already  done  so,  pass  a resolution  similar  to 
that  adopted  by  the  Seventh  District  Medical  Society 
last  year  regarding  prescribing  of  amphetamines  and 
barbiturates.  The  motion  was  seconded  and  carried. 

Dr.  Thornton  discussed  the  annual  meeting  survey 
which  was  carried  out  last  spring.  It  appeared  from 
the  replies  that  doctors  in  South  Dakota  would  prefer 
the  scientific  session  to  carry  both  didactic  lectures 
and  smaller  group  discussions.  These  recommendations 
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will  be  incorporated  in  the  planning  for  the  1973  annual 
meeting. 

The  next  order  of  business  was  the  planning  of  the 
1973  annual  meeting  scientific  program.  After  many 
suggestions  had  been  considered  the  following  pro- 
gram was  accepted: 


9:00-  9:40 

a.m, 

Acupuncture — What  It  Is  and 
What  It  Does  (A  Chinese  physi- 
cian from  Chicago) 

9:40  - 10:20 

a.m, 

Transcient  Ischemic  Episodes 
David  Sabow,  M.D.,  Rapid  City 

10:20  - 10:30 

a.m, 

Coffee 

10:30  - 11:10 

a.m, 

Progestational  Agents  - Their 
Therapeutic  Usage  - Medical  As- 
pects of  Oral  Contraception 
R.  R.  Thornton,  M.D.,  Yankton 

11:10  - 11:50 

a.m. 

The  Uses  of  New  Cardiac  Drugs 
(A  specialist  in  Internal  Medicine 
to  be  selected) 

1:30  p.m. 

Anesthesia  Emergencies 

to 

Neurological  Office  Exam 

2:30  p.m. 
2:30  p.m. 

Laparoscopy 

2:45  p.m. 

Coffee  Break 

2:45  p.m. 

Anesthesia  Emergencies 

to 

Rubella 

3:45  p.m. 

Laparoscopy 

3:45  p.m. 

Obstetrical  Emergencies 

to 

Rubella 

4:30  p.m. 

Blood  Gases  and  Respiratory  Care  for 
the  Practicing  Physician 

The  Commission  discussed  the  matter  of  the  regis- 
tration fee  at  the  annual  meetings.  Dr.  Larson  moved 
that  the  Commission  recommend  to  the  Council  that  the 
registration  fee  be  waived  for  all  retired  members 
of  the  Association  and  that  they  be  admitted  to  the 
social  functions  without  charge.  The  motion  was  sec- 
onded and  carried. 

The  Commission  discussed  a letter  provided  by  the 
Problems  in  Living  Center  and  the  Sioux  Plains  Human 
Relations  Consultants  which  has  been  referred  to  the 
Commission.  Dr.  Larson  moved  to  table  the  matter. 
The  motion  was  seconded  and  carried. 

Dr.  Heinrichs  discussed  action  taken  by  the  Ameri- 
can Medical  Association  concerning  smoking  at  official 
functions  of  the  AMA.  Dr.  Kovarik  moved  that  the 
Commission  recommend  to  the  Council  that  during  the 
official  sessions  of  the  South  Dakota  State  Medical 
Association,  smoking  should  be  discouraged.  The  mo- 
tion was  seconded  and  carried. 

A lengthy  discussion  was  held  concerning  marijuana 
and  the  problem  concerning  its  usage  which  are  prev- 
alent today.  Mr.  Hohm  moved  that  the  Commission 
recommend  to  the  Council  that  the  statement  on 
marijuana  prepared  by  the  Committee  on  Youth  of  the 
American  Academy  of  Pediatrics  and  the  statement 
on  marijuana  presented  to  the  House  of  Delegates  of 
the  American  Medical  Association  be  distributed  to 
all  physicians  in  South  Dakota.  The  motion  was  sec- 
onded by  Dr.  Kovarik  and  carried. 

Dr.  Larson  took  the  chair  during  the  discussion  of 
PKU  testing.  Dr.  Heinrichs  discussed  PKU  testing 
and  screening  of  infants  for  metabolic  diseases.  Dr. 
Heinrich  moved  that  the  Commission  recommend  to  the 
Council  that  the  Association  endorse  the  recommenda- 
tions of  the  Committee  on  Fetus  and  Newborn  of  the 
Academy  of  Pediatrics.  The  motion  was  seconded  and 
carried. 

The  Commission  discussed  attendance  of  Commission 
members  at  meetings.  Dr.  Thornton  moved  that  if  a 
Commission  member  misses  two  meetings,  the  chair- 
man be  authorized  to  contact  him  to  determine  if  he 
wishes  to  continue  to  serve  on  the  Commission.  The 
motion  was  seconded  and  carried. 

The  Commission  reviewed  the  material  provided  by 
the  Academy  of  Pediatrics  to  encourage  immunizations 
for  polio.  Dr.  Larson  moved  that  the  Commission 
recommend  to  the  Council  that  the  material  be  distri- 
buted to  the  news  media  and  that  the  Commission  on 
Communications  and  Liaison  be  contacted  for  af- 


firmation of  this  action.  The  motion  was  seconded 
and  carried. 

The  Commission  reviewed  the  article  on  unsaturated 
fats  which  had  been  submitted  to  them  for  review  by 
Dr.  Hayes,  director  of  the  State  Health  Department. 
The  Commission  recommended  that  Dr.  Hayes  be  ad- 
vised that  the  Commission  has  no  objection  to  this 
material  being  sent  out  to  the  physicians  in  South 
Dakota,  without  the  endorsement  of  the  South  Dakota 
State  Medical  Association.  It  should  be  noted,  how- 
ever, that  publication  has  already  been  distributed  to 
physicians  in  some  areas  of  the  State. 

Dr.  Thornton  discussed  the  flood  of  unrequested 
“throw-away”  Journals.  Dr.  Thornton  moved  that  the 
Commission  recommend  to  the  Council  that  letters  be 
sent  to  advertisers  in  non-solicited  journals  informing 
them  that  the  South  Dakota  State  Medical  Association 
does  not  feel  that  the  advertising  they  purchase  in 
these  journals  is  a justifiable  expense  for  the  pharma- 
ceutical houses,  due  to  the  questionable  value  of  the 
scientific  data  contained  therein.  The  motion  was  sec- 
onded and  carried. 

The  meeting  was  adjourned  at  4:15  p.m. 

Dr.  Heinrichs  reviewed  the  report  of  the  Commission 
on  Scientific  Medicine.  The  Council  discussed  the  pro- 
posed plan  for  continuing  education  in  the  state  of 
South  Dakota.  Dr.  Swanson  moved  that  the  Council 
approve  the  concept  of  this  plan  and  that  the  Commit- 
tee be  empowered  to  contact  the  AMA  concerning  the 
accreditation  process.  The  motion  was  seconded  by 
Dr.  Reding.  Dr.  Stransky  moved  that  the  motion  be 
amended  to  read  that  the  Council  approve  the  work 
that  has  been  done  and  that  additional  work  be  con- 
tinued and  that  the  entire  project  be  submitted  to  he 
House  of  Delegates  for  their  approval.  The  motion  was 
seconded  by  Dr.  Tracy  and  carried.  Dr.  Tracy  moved 
that  the  motion  as  amended  be  passed.  The  motion 
was  seconded  by  Dr.  Taylor  and  carried.  The  Council 
considered  the  mosquito  control  problem  in  connection 
with  the  Oahe  project.  Dr.  VanDemark  moved  that 
the  Association  urge  that  mosquito  control  be  included 
in  the  financing  of  the  Oahe  irrigation  project.  The 
motion  was  seconded  by  Dr.  Swanson  and  carried. 
The  Council  considered  the  recommendation  of  the 
Commission  that  all  ante-natal  patients  be  tested  for 
rubella  anti-titer.  Dr.  Tracy  moved  that  the  Council 
accept  the  recommendation  of  the  Commission.  The  mo- 
tion was  seconded  by  Dr.  Swanson  and  carried.  The 
Council  discussed  the  drug  problem  in  South  Dakota. 
Dr.  Tracy  moved  that  those  district  societies  which 
have  not  passed  a resolution  similar  to  that  adopted 
by  the  Seventh  District  Medical  Society  regarding  the 
prescribing  of  amphetamines  and  barbiturates  be  urged 
to  do  so.  The  motion  was  seconded  by  Dr.  Ryan  and 
carried.  Dr.  Quinn  discussed  the  sale  of  syringes  over- 
the-counter  in  South  Dakota.  Dr.  Tracy  moved  that 
this  problem  be  referred  to  the  appropriate  Commis- 
sion for  study  and  recommendation.  The  motion  was 
seconded  by  Dr.  Stransky  and  carried.  The  Council 
considered  the  registration  fee  at  the  annual  meeting 
for  retired  physicians.  Dr.  Tracy  moved  that  the 
Council  concur  with  the  recommendation  of  the  Com- 
mission that  the  registration  fee  be  waived  for  all  re- 
tired members  of  the  Association  and  that  they  be 
admitted  to  the  social  functions  without  charge.  The 
motion  was  seconded  by  Dr.  Taylor  and  carried.  The 
Council  considered  the  recommendation  of  the  Commis- 
sion that  smoking  be  discouraged  at  official  meetings 
of  the  South  Dakota  State  Medical  Association.  Dr. 
Tracy  moved  that  the  Council  approve  this  recommen- 
dation. The  motion  was  seconded  by  Dr.  Taylor  and 
carried.  The  Council  considered  the  recommendation 
of  the  Commission  that  the  State  Medical  Association 
distribute  statements  on  marijuana  prepared  by  the 
Committee  on  Youth  of  the  American  Academy  of 
Pediatrics  and  the  AMA  House  of  Delegates  to  the 
physicians  in  South  Dakota.  Dr.  Tracy  moved  that 
these  statements  be  sent  to  all  physicians  in  the 
state.  The  motion  was  seconded  by  Dr.  Stransky  and 
carried.  The  Council  considered  the  recommendation 
of  the  Commission  regarding  PKU  testing.  Dr.  Tracy 
moved  that  the  Council  endorse  the  recommendation 
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of  the  Committee  on  Fetus  and  Newborn  of  the 
Academy  of  Pediatrics  and  that  a copy  of  these  recom- 
mendations be  sent  to  the  State  Health  Department 
when  they  are  completed.  The  motion  was  seconded 
by  Dr.  Sattler  and  carried.  The  Council  considered 
the  recommendation  of  the  Commission  that  letters  be 
sent  to  advertisers  in  non-solicited  journals  informing 
them  that  the  SDSMA  does  not  feel  that  the  advertis- 
ing they  purchase  in  these  journals  is  a justifiable  ex- 
pense for  the  pharmaceutical  houses  due  to  the  ques- 
tionable value  of  the  scientific  data  contained  therein. 
The  Council  tabled  this  recommendation.  Dr.  Tracy 
moved  that  the  remainder  of  the  report  of  the  Com- 
mission on  Scientific  Medicine  be  accepted  by  the 
Council.  The  motion  was  seconded  by  Dr.  Stransky 
and  carried. 

Following  a luncheon  break  the  Council  reconvened 
at  1:30  p.m.  Dr.  Roscoe  Dean  discussed  the  Nurse 
Physician  Assistant  program  and  the  expansion  of  the 
Nurse  Practice  Act.  Dr.  Dean  is  one  of  four  physician 
members  of  the  Joint  Practice  Commission.  The  other 
physicians  are  Dr.  R.  C.  Jahraus,  Dr.  Durward  Lang 
and  Dr.  Robert  Hayes.  Dr.  Hayes  distributed  a pro- 
posed law  regarding  the  certification  of  physician 
assistants  and  requested  that  the  Councilors  send  their 
comments  and  recommendations  to  him  so  that  a bill 
can  be  drawn  for  the  1973  legislative  session.  Dr. 
Quinn  moved  that  this  proposed  bill  be  referred  to  the 
Commission  on  Legislation  for  an  emergency  meet- 
ing and  that  it  then  be  considered  at  a special  meeting 
of  the  Council  to  be  held  prior  to  November  30.  The 
motion  was  seconded  by  Dr.  Sattler  and  carried.  The 
executive  office  was  directed  to  copy  the  law  and  send 
several  copies  to  each  district  for  distribution. 

Dr.  Muggly  reviewed  the  proposed  Articles  and  By- 
laws for  a Foundation.  Dr.  Muggly  requested  that  the 
Councilors  submit  their  recommendations  and  com- 
ments concerning  the  Articles  and  Bylaws  to  him  prior 
to  November  30  so  that  a final  draft  can  be  formulated 
by  the  Ad  Hoc  Committee  on  Foundations.  Dr.  Van- 
Demark  moved  that  the  executive  office  apply  to  the 
South  Dakota  Regional  Medical  Program  for  a grant 
to  implement  the  continuing  education  program  and 
pursue  the  foundation  study  diligently  as  a secondary 
approach.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried.  Dr.  Muggly  was  directed  to  obtain  informa- 
tion on  the  general  philosophy  of  foundations  and  send 
this  to  the  Councilors  and  districts  for  their  informa- 
tion and  study.  The  Council  directed  that  this  item 
be  included  on  the  agenda  for  the  special  Council 
meeting  to  be  held  prior  to  November  30. 

Mr.  Johnson  reported  on  the  letter  from  Dr.  E.  B. 
Howard  of  the  AMA  stating  that  an  officer  of  the 
AMA  will  attend  the  1973  annual  meeting  of  the  State 
Medical  Association. 

Dr.  Quinn  reported  on  the  resolution  from  the  State 
Medical  Association  submitted  to  the  AMA  House  of 
Delegates  on  family  practice  residency  programs.  He 
stated  that  this  has  been  referred  to  the  Council  on 
Medical  Education  of  the  AMA  and  will  be  recon- 
sidered at  the  November  clinical  meeting.  Dr.  Reding 
reported  that  the  resolution  was  passed  by  the  Ameri- 
can Academy  of  Family  Physicians. 

The  Council  considered  a proposal  to  change  the 
Bylaws  to  allow  alternate  Councilors.  Dr.  Swanson 
moved  that  a bylaw  change  be  drawn  up  establishing 
alternate  Councilors  selected  by  their  respective  dis- 
tricts with  voting  privileges.  The  motion  was  seconded 
by  Dr.  Sattler  and  carried. 

The  Council  considered  a proposed  bylaw  change  al- 
lowing one  Councilor  for  every  fifty  (50)  members. 
Dr.  Taylor  moved  that  the  proposal  be  accepted  and 
the  bylaw  change  be  submitted  to  the  House  of  Dele- 
gates. The  motion  was  seconded  by  Dr.  Stransky  and 
carried.  There  were  two  dissenting  votes. 

The  Council  considered  a request  from  Dr.  Reding 
for  an  Advisory  Committee  on  Rural  Health.  The 
Council  determined  that  this  request  should  be  sub- 
mitted to  Dr.  Hubner,  Chairman  of  the  Commission  on 
Medical  Service,  for  his  review  and  possible  appoint- 
ment of  Committee  members. 


Mr.  Johnson  discussed  the  State  Association’s  mem- 
bership in  the  U.  S.  Chamber  of  Commerce  and  the 
Professional  Management  Association.  Dr.  Reding 
moved  that  the  Association  discontinue  membership 
in  these  two  organizations.  The  motion  was  seconded 
by  Dr.  Cosand  and  carried. 

Mr.  Johnson  discussed  the  State  Association’s  policy 
concerning  delinquent  members.  Dr.  Bell  moved  that 
the  Association  continue  the  present  policy  requiring 
the  payment  of  two  year’s  dues  for  physicans  who 
have  dropped  their  state  membership  and  then  wish 
to  reinstate  it.  The  motion  was  seconded  by  Dr. 
Sattler  and  carried.  There  was  one  dissenting  vote. 

Nominations  were  opened  for  the  1972  Physician’s 
Award  for  the  President’s  Committee  on  Employment 
of  the  Handicapped.  Dr.  VanDemark  nominated 
Stephen  Brzica,  M.D.  for  this  award.  The  nomination 
was  seconded  by  Dr.  Taylor  and  a unanimous  vote 
cast  in  favor  of  submitting  his  name. 

The  Council  considered  a proposal  allowing  specialty 
society  representation  in  the  House  of  Delegates.  Dr. 
Swanson  moved  that  this  proposal  be  referred  to  the 
Commission  on  Internal  Affrairs  for  study.  The  mo- 
tion was  seconded  by  Dr.  Tracy  and  carried. 

The  Council  received  a request  to  appoint  someone 
to  the  SoDaPac  Board  from  the  9th  District  Medical 
Society.  Dr.  Cosand  moved  that  this  item  be  tabled 
until  a recommendation  is  received  from  the  SoDaPac 
Board  or  the  9th  District.  The  motion  was  seconded 
by  Dr.  Tracy  and  carried. 

The  Council  reviewed  the  letter  from  the  Blue  Shield 
Board  regarding  fringe  benefits  transferred  to  the 
Association.  Dr.  Stransky  moved  that  the  Council  ac- 
cept the  letter  and  the  fringe  benefits  with  apprecia- 
tion. The  motion  was  seconded  by  Dr.  Swanson  and 
carried. 

Mr.  Johnson  discussed  the  employment  contracts  for 
Mrs.  Butler  and  himself.  Dr.  Tracy  moved  that  the 
Council  accept  these  contracts.  The  motion  was  sec- 
onded by  Dr.  Cosand  and  carried. 

Mr.  Johnson  read  the  letter  from  the  TIP  Steering- 
Committee  for  the  information  of  the  Council. 

Mr.  Johnson  reported  on  the  activities  of  the  chiro- 
practors regarding  physical  examinations  for  high 
school  athletes.  Dr.  Hayes  stated  that  perhaps  the 
Health  Department  could  assist  in  giving  physical 
examinations  for  athletes.  Dr.  Bell  suggested  that  the 
National  Guard  could  be  requested  to  provide  assis- 
tance. Dr.  Tracy  stated  that  in  the  Watertown  area, 
students  are  bused  from  outlying  communities  to  Wat- 
ertown for  their  physicals.  Dr.  Taylor  moved  that  this 
problem,  along  with  the  suggested  solutions,  be  re- 
ferred to  the  Commission  on  Medical  Service.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried. 

Mr.  Johnson  read  a letter  from  South  Dakota  Medi- 
cal Service  regarding  the  release  of  profile  information 
to  the  State  Welfare  Department  for  the  Council’s  in- 
formation. 

Dr.  Quinn  announced  that  an  open  hearing  on  Long- 
Range  Planning  will  be  held  at  the  clinical  session  of 
the  AMA  in  November  and  that  if  anyone  has  sug- 
gestions or  comments  these  should  be  directed  to  Dr. 
Quinn,  Dr.  Taylor,  Dr.  Stransky,  or  Mr.  Johnson. 

The  Council  considered  the  practice  of  physicans 
charging  interest  on  past  due  bills  for  services 
rendered.  Dr.  Quinn  moved  that  an  item  be  carried  in 
the  Grab  Bag  stating  that  the  State  Medical  Associa- 
tion concurs  with  the  AMA’s  Judicial  Council  opinion 
that  charging  interest  is  unethical.  The  motion  was 
seconded  by  Dr.  Bell  and  carried. 

Dr.  Tracy  briefly  reviewed  the  proposals  being  con- 
sidered by  the  South  Dakota  Medical  School  Endow- 
ment Association  concerning  the  possible  sale  of  the 
Stansbury  property  and  the  proposal  for  dissolution 
of  the  South  Dakota  Medical  School  Endowment  As- 
sociation in  favor  of  an  Alumni  Association. 

Notices  of  the  forthcoming  special  Council  meeting- 
will  be  sent  out  as  soon  as  a date  has  been  set.  The 
next  regularly  scheduled  Council  meeting  will  be  held 
January  13,  1973.  The  meeting  adjourned  at  5:00  p.m. 
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HELP  US  DO  MORE 


THE  SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOW- 
MENT ASSOCIATION  HAS  ASSISTED  160  MEDICAL 
STUDENTS  OBTAIN  THEIR  MEDICAL  EDUCATION 
THROUGH  LOW  INTEREST  LOANS.  EVERY  STUDENT 
WHO  HAS  RECEIVED  A LOAN  FROM  THE  ENDOW- 
MENT ASSOCIATION  HAS  KEPT  THAT  LOAN  ON  A 
CURRENT  BASIS.  WE  HAVE  NO  BAD  DEBTS.  HELP 
US  TO  CONTINUE  OUR  WORK  BY  SENDING  YOUR 
CONTRIBUTION  TODAY. 


CHECKS  MAY  BE  SENT  TO 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota  57104 
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SOUTH  DAKOTA 


The  U S.  Government  does  not  pay  (or  this  advertisement. 
It  is  presented  as  a public  service  m cooperation  with  The 
Department  ot  the  Treasury  and  The  Advertising  Council. 


"We  are  such  stuff 

as  dreams 
are  made  on!!. 

W.  Shakespeare 


Life  would  be  pretty  dull  if  people 
couldn’t  dream.  Take  that  boat  you’re 
always  dreaming  about.  Just  think- 
ing about  it  makes  you  feel  pretty 
good.  But  you  won’t  just  have  to 
dream  if  you  buy  U.S.  Savings  Bonds. 

Because  Bonds  can  make  your  dream 
boat  a reality. 

Now  Bonds  mature  in  less  than  six 
years.  Which  means  maybe  it  won’t 
take  forever  for  your  ship  to  come  in. 

Just  knowing  you’ve  got  the  safety 
and  security  of  U.S.  Savings  Bonds 
working  for  you  can  make  dreaming 
for  anything  a lot  more  fun.  Because, 
with  Bonds,  the  good  times  and  the 
good  things  can  really  happen. 

Take  stock  in  America. 

Now  Bonds  mature  in  less  than  six  years. 


So,  don’t  give  up  dreaming.  Just 
keep  buying  U.S.  Savings  Bonds— 
they’re  the  stuff  dreams  are  made  of. 


Now  E Bonds  pay  5 'j%  interest  when  held  to 
maturity  of  5 years,  10  months  (4%  the  first 
year).  Bonds  are  replaced  if  lost,  stolen,  or 
destroyed.  When  needed  they  can  be  cashed 
at  your  bank.  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


% 
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Announcing . . . 

U-100  Iletin " (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 

Note:  A U-100  syringe  must  be  ___ 

used  with  U-100  Iletin. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Leadership  in  Diabetes  Research 
for  Half  a Century 


Additional  information 
available  to  the  profession  on  request. 


FEB  26  73  MAR  1 273 

Before  deciding  to  make  Valium 
(diazepam)  ft  of  your  treiifftient 

i plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5 -mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticityi 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man  | 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
atertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FIFTY-FIVE  YEAR  OLD  FARMER  WITH  LEFT 
UPPER  QUADRANT  PAIN  AND  ANOREXIA 
OF  THREE  MONTHS  DURATION 

John  F.  Barlow,  M.D.,  FCAP**  John  H.  Hoskins,  M.I).* 

Pathologist  - Editor  Urologist  - Discusser 


CASE  NO.  556223 

This  was  the  first  Sioux  Valley  Hospital  admission 
of  a 55-year-old  farmer  who  had  pain  in  the  left  upper 
quadrant  and  anorexia  of  3 months  duration. 

Patient  had  been  in  good  health  until  approximately 
3 months  prior  to  admission  when  he  developed  anor- 
exia and  started  to  have  a 20-pound  weight  loss.  He 
had  also  noted  some  bloating,  gaseousness  and  increas- 
ing constipation  over  the  months  prior  to  admission. 
He  consulted  another  physician  two  weeks  prior  to 
admission  at  which  time  a possible  mass  was  felt  in 
the  left  upper  quadrant.  Hgb  was  9.8  gms/dl,  hct  33 
vols/dl.  Sed  rate  was  55  mm/hr  and  12-panel  test 
showed  an  increased  alkaline  phosphatase  but  was 
otherwise  normal. 

Five  to  six  years  ago  the  patient  had  an  attack  of 
tenesmus  and  abdominal  cramping  without  diarrhea, 
but  there  was  some  left  lower  quadrant  pain  which 
had  been  present  intermittently  since  that  time.  His 
bowel  habits  had  been  normal  and  there  was  no  specific 
food  intolerance.  Past  history  revealed  no  hospitaliza- 
tions or  previous  operations.  Physical  examination  re- 
vealed a somewhat  pale,  well-developed  man  with  white 
hair,  5'8”  in  height  and  weighing  177  lbs.  Pulse  was 
90/min  and  regular.  Blood  pressure  was  130  systolic 
and  80  diastolic.  Respirations  were  20/min  and  regular. 
Temperature  was  98.8°F.  Examination  of  head  and 
neck  was  unremarkable.  There  were  bilaterally  promi- 
nent axillary  nodes  which  were  about  IV2  cm.  and 
freely  moveable.  The  lungs  were  clear  to  auscultation 
and  percussion.  The  heart  was  not  enlarged  and  there 
were  no  significant  abnormalities  of  rhythm  and  no 
murmurs.  Peripheral  pulses  were  symmetrical  and  of 
good  aplitude.  Examination  of  the  abdomen  showed 
some  tenderness  in  the  left  upper  quadrant  of  the  ab- 
domen. There  was  generalized  irregular  fullness  in  this 
region  which  extended  to  the  left  lobe  of  the  liver. 
Marginof  liver  was  palpable  2 fingerbreadths  below  the 
costal  margin,  but  no  nodules  were  felt.  Remainder 
of  the  physeial  examination  was  unremarkable. 


*Urologist,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota 

**Pathologist,  Laboratory  of  Clinical  Medicine,  Sioux 
Valley  Hospital,  and  Professor  of  Pathology,  School 
of  Medicine,  University  of  South  Dakota 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA 
08032  from  the  National  Cancer  Institute  of  the  National  Insti- 
tute of  Health,  U.  S.  Public  Health  Service. 


LABORATORY  DATA:  LTrinalysis  - straw  colored; 
turbid;  specific  gravity  1.027;  pH  5.0;  negative  for  pro- 
tein, glucose,  ketones,  bile,  hgb.;  4-6  WBC/hpf,  and 
1-2  RBC/hpf.  Hgb  10.7  gms/dl,  RBC  4.76  million/mm3, 
hct  35  vol%,  MCH  22  micromicrograms,  MCV  75  cubic 
micra,  MCHC  30%.  Total  leukocyte  count  7,200/mm3 
with  63%  segmented  neutrophils,  2%  eosinophils,  33% 
mature  lymphocytes,  2%  monocytes.  The  red  cells 
showed  moderate  anisocytosis  and  rouleaux  were 
present.  The  platelets  appeared  adequate.  The  sedi- 
mentation rate  was  106  mm/hr.  Prothrombin  time  was 
13.5  seconds  with  12.5  seconds  control.  Partial  throm- 
boplastin time  was  26.5  seconds  with  a 32.0  seconds 
control.  A 12-panel  chemistry  showed  markedly  ele- 
vated alkaline  phosphatase  and  a blood  sugar  of  132 
mgs/dl,  pH  7.38,  pC02  51  mm  of  Hg,  C02  content  29 
meq/L,  sodium  135  meq/L,  potassium  5.0  meq/L,  and 
chloride  105  meq/L.  A liver  and  spleen  scan  showed 
moderate  hepatomegaly  without  filling  defects.  A chest 
film  was  read  as  negative.  An  intravenous  pyelogram 
showed  a bifid  renal  pelvis  on  the  right.  There  was 
enlargement  of  the  left  kidney  with  lack  of  filling  of 
the  inferior  calyces.  Calculi  were  seen  in  the  region 
of  the  gallbladder.  Nephrotomogram  showed  a large 
mass  in  the  middle  portion  of  the  left  kidney.  A barium 
enema  showed  extrinsic  pressure  on  the  mid  descending 
colon.  An  operation  was  performed. 

"DR.  SANFORD  I.  MACDONALD:  In  sum- 

mary, this  55-year-old  man  had  anorexia,  bloat- 
ing and  right  upper  quadrant  pain  with  a 20 
pound  weight  loss  over  a three  month  dura- 
tion. The  disease,  therefore,  appears  to  have 
been  chronic  and  because  of  the  progression  of 
symptoms,  appears  to  have  been  progressive. 
There  is  a previous  history  of  tenesmus  and 
abdominal  cramping  without  diarrhea.  Left 
lower  quadrant  pain  is  mentioned,  but  did  not 
seem  to  be  getting  worse  and  may  not  be  re- 
lated to  the  present  problem.  The  important 
physical  findings  included  bilateral  prominent 
axillary  nodes  which  were  freely  moveable,  and 
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a liver  which  was  palpable  two  fingerbreadths 
below  the  costal  margin,  but  no  nodules  were 
felt.  Important  laboratory  findings  include  a 
hypochromic  anemia,  a very  high  erythrocyte 
sedimentation  rate,  and  a large  left  renal  mass. 
There  was  also  a high  alkaline  phosphatase  and 
rouleaux  formation  on  the  blood  smear.  The 
above  are  the  findings  which  will  have  to  be 
explained  by  the  diagnosis. 

When  Dr.  Barlow  gave  me  this  case,  he  said 
it  was  relatively  simple,  but  he  said  it  with 
such  undisguised  glee  that  I began  to  look  for 
the  hookers.  I am  going  to  try  to  approach 
this  case  as  an  exercise  on  how  to  approach  a 
diagnosis  rather  than  as  a simple  renal  mass. 
First,  in  addition  to  the  renal  mass,  he  had  an 
enlarged  liver  and  bilateral  axillary  nodes. 
This  would  seem  to  indicate  a systemic  process. 
One  possibility  is  sarcoidosis  with  lymph  node, 
renal,  and  hepatic  involvement.  The  patient 
did  not  have  any  lung  involvement  as  might  be 
revealed  by  abnormal  x-rays  or  shortness  of 
breath.  The  patient  did  not  have  arrhythmias, 
splenomegaly,  skin  involvement,  fever  or  in- 
volvement of  the  eyes.  There  was  also  not  the 
generalized  lymphadenopathy  often  seen  in 
sarcoidosis.  Splenomegaly  is  often  seen  in  sar- 
coidosis, but  the  scan  rules  out  that  possibility. 
I concluded  that  sarcoidosis  was  an  unlikely 
possibility. 

My  next  thought  was  amyloidosis  as  this 
can  be  a generalized  disease  involving  the  liver, 
kidney,  and  lymph  nodes.  However,  involve- 
ment of  the  adrenals,  myocardium  or  skin  are 
not  present.  Kidney  involvement  was  promi- 
nently stressed  in  my  reading,  but  the  patient 
did  not  have  the  massive  proteinunia  usually 
seen  in  amyloidosis  of  the  kidney.  He  did  not 
have  the  thickened  tongue,  skin  plaques,  arrhy- 
thmias or  malabsorption  seen  in  amyloidosis. 
The  microscopic  hematuria  seen  in  25%  of  the 
cases  and  the  coarsely  or  finely  granular,  waxy 
and  hyalin  casts  were  missing  from  the  sedi- 
ment. Other  findings  of  amyloidosis  include 
ascites,  pleural  effusions  and  cardiomegaly 
along  with  generalized  edema.  None  of  these 
findings  were  present.  Secondary  amyloidosis 
might  have  been  a possibility.  There  is  usually 
an  underlying  disease  in  the  autoimmune  cate- 
gory such  as  ulcerative  colitis,  regional  enter- 
itis, or  rheumatoid  arthritis.  There  may  be  a 
tumor  such  as  Hodgkin’s  disease,  round  cell 
carcinoma,  or  renal  cell  carcinoma.  Secondary 
amyloidosis  involves  the  kidney,  liver,  spleen, 
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and  lymph  nodes.  The  renal  mass  could  well 
be  a renal  cell  carcinoma.  This  could  have  giv- 
en rise  to  secondary  amyloid  involvement 
with  enlargement  of  the  liver  and  axillary 
lymph  nodes.  The  high  erythrocyte  sedimen- 
tion  rate  fits  very  well  with  a renal  cell 
carcinoma,  which  is  often  associated  with  an 
inordinately  high  sed  rate  (often  up  to  155 
mm/hour).  Anemia  could  fit  either  with  the 
anemia  of  malignancy  or  amyloidosis.  The 
elevated  alkaline  phosphatase  I cannot  explain 
on  the  basis  of  either  renal  cell  carcinoma  or 
amyloidosis.  It  does  occur  in  sarcoidosis.  It 
does  occur  in  metastatic  liver  disease,  but  the 
scan  showed  no  filling  defects.  The  rouleaux 
go  along  with  amyloidosis. 

One  would  think  that  the  negative  urinalysis 
would  be  very  unusual  with  such  a large  kidney 
mass  if  it  were  renal  cell  carcinoma.  However, 
renal  cell  carcinoma  may  involve  the  calyces 
later  in  the  course  of  the  disease.  Hematuria 
may  not  appear  in  the  early  stages  of  the  dis- 
ease. The  anorexia  and  20  pound  weight  loss 
would  go  along  with  renal  cell  carcinoma.  I be- 
lieve the  attack  of  tenderness  and  abdominal 
cramping  without  diarrhea  some  years  ago  is 
unrelated  to  the  present  problem.  The  bloating, 
gaseousness,  and  increasing  constipation  could 
have  been  due  to  the  involvement  of  the  colon 
by  the  renal  mass.  The  calcifications  in  the 
right  upper  quadrant  could  be  asymptomatic 
gallstones.  A bifid  renal  pelvis  on  the  right  is 
a common  asymptomatic  anomaly. 

DR.  SANDFORD  MACDONALD’S 
DIAGNOSIS 

1.  RENAL  CELL  CARCINOMA  OF 
LEFT  KIDNEY. 

2.  CHOLELITHIASIS. 

3.  BIFID  RENAL  PELVIS 
ON  RIGHT. 

*DR.  R.  D.  SCHULTZ:  I think  that  the  alka- 

line phosphatase  could  have  been  explained 
either  by  sarcoidosis  or  amyloidosis  infiltrat- 
ing the  liver.  Of  course,  metastatic  liver  dis- 
ease could  produce  this. 

**DR.  E.W.  SANDERSON:  How  is  the  roul- 

eaux formation  related  to  the  increased  sed 
rate  ? 


""Pathologist,  Sioux  Valley  Hospital,  Associate  Pro- 
fessor of  Pathology,  School  of  Medicine,  University 
of  South  Dakota 

: ^Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital, Clinical  Faculty,  School  of  Medicine,  Univer- 
sity of  South  Dakota 
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DR.  BARLOW : Increased  rouleaux  formation 

causes  an  increased  sedimentation  rate  because 
the  aggregation  of  the  cells  causes  them  to 
sediment  faster  through  the  plasma.  Rouleaux 
are  just  red  cells  stacked  up  like  stacks  of  pen- 
nies. 

DR.  E.  W.  SANDERSON : This  is  usually  due 

to  an  abnormality  of  the  serum  protein  like  an 
increased  globulin,  is  it  not? 

DR.  BARLOW:  Yes,  an  increased  globulin 

does  cause  a markedly  elevated  sedimentation 
rate.  However,  many  of  the  diseases  in  which 
we  see  increased  sedimentation  rates  have  a 
non-specific  elevation  of  the  fibrinogen  which 
also  causes  increased  rouleaux  formation  and 
therefore  increased  sed  rate.  Anything  which 
interferes  with  the  formation  of  rouleaux  such 
as  abnormally  shaped  red  cells  will  retard  the 
sed  rate.  A very  common  phenomenon  which 
I cannot  understand  is  why  the  presence  of 
congestive  heart  failure  decreases  the  sed  rate 
even  though  the  patient  is  sick  and  has  the 
non-specific  rise  in  fibrinogen  level. 

*DR.  MILTON  SMITH:  Would  multiple  mye- 

loma be  a possibility  here? 

DR.  MAC  DONALD:  The  absence  of  bone 

lesions  and  a high  total  protein  make  it  unlike- 
ly. You  can  have  lymphadenopathy  from  mye- 
loma but  I didn’t  consider  the  possibility  too 
seriously. 

DR.  SMITH:  Isn’t  it  possible  that  the  lymph 

nodes  are  just  a red  herring? 

DR.  MAC  DONALD:  Yes,  there  is  a very 

great  possibility  of  that. 

**DR.  DORENCE  ENSBERG:  If  the  lymph 

nodes  are  freely  moveable  and  not  much  larger 
than  this,  I think  they  are  probably  not  sig- 
nificant. They  have  to  be  as  big  as  golf  balls. 

***DR.  ORTMEIER:  There  are  so  many  con- 

ditions which  can  cause  slight  enlargement  of 
axillary  and  inguinal  lymph  nodes  that  it  is 
really  not  worth  considering  them  unless  they 
are  very  prominent.  Isn’t  there  a way  of  frac- 
tionating this  alkaline  phosphatase? 


*Intern,  Sioux  Valley  Hospital 
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DR.  BARLOW:  Yes,  there  is.  We  separate 

the  liver  from  the  bone  alkaline  phosphatase  by 
the  heat  fractionation  method.  The  liver  frac- 
tion is  heat  labile.  There  are  other  methods 
such  as  electrophoresis  and  chemical  fractiona- 
tion using  urea  and  phenylalanine. 

DR.  E.  W.  SANDERSON : Let  me  get  one 

point  straight.  You  say  that  the  sed  rate  is  in- 
creased because  of  an  increased  fibrinogen  in 
carcinoma  ? 

DR.  BARLOW:  Yes,  patients  who  have  ne- 

crosis of  tissue  and  many  diseases  have  a non- 
specific elevation  of  many  proteins  including 
fibrinogen.  The  increase  in  fibrinogen  brings 
about  the  easier  formation  of  the  rouleaux  and 
therefore  the  increased  sed  rate. 

*DR.  TOM  HENRY : With  this  kind  of  a mass 

in  the  kidney,  could  you  get  this  type  of  a pic- 
ture on  intravenous  pyelogram  with  an  extra 
renal  mass? 

**DR.  JOHN  HOSKINS:  Since  the  radiologist 

cannot  be  here  for  a minute  I will  discuss  these 


Figure  1 

Circled  in  right  upper  quadrant  above  transverse  colon 
are  the  gallstones.  In  descending  colon  is  circle  about 
a constant  niche  described  in  protocol. 
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films.  The  first  films  are  from  a barium  enema 
which  was  taken  outside  of  the  hospital  be- 
cause of  weight  loss  and  the  gastrointestinal 
complaints  you  notice  in  the  protocol.  Here 
are  the  calcifications  in  the  gallbladder  and 
here  is  a constant  indentation  of  the  left  colon 
on  barium  enema  (Fig.  1).  The  scout  film  on 
the  intravenous  pyelogram  shows  nothing  more 
than  the  calcification  in  the  right  quadrant. 
On  the  5-minute  film  after  injection  you  can 
see  marked  distortion  of  the  calyces  on  the  left 
with  an  apparent  mass  in  the  lower  pole.  (Fig. 
2).  Here  is  the  nephrotomagram  which  shows 
the  solid  mass  in  the  midportion  of  the  kidney 
(Fig.  3). 

DR.  SMITH:  Could  that  be  a cyst? 

DR.  HOSKINS:  Yes,  but  the  percentages  are 

pretty  good  for  telling  a solid  mass  from  a cyst 
with  a nephrotomogram. 

DR.  BARLOW : As  Dr.  MacDonald  suggested 

a renal  cell  carcinoma  was  found  at  surgery. 
The  gross  picture  showed  a large  mass  of 
tumor  which  was  rocky  hard  and  fibrous  and 


Figure  2 

The  calyceal  pattern  is  markedly  distorted  and  a soft 
tissue  mass  can  be  seen  in  the  left  kidney  as  com- 
pared to  bifid,  but  otherwise  normal,  collecting'  system 
on  right. 


Figure  3 


Nephrotomogram  confirms  solid  mass  on  left.  Again, 
note  bifid  collecting  system  on  right. 


Figure  4 


Arrow  at  bottom  left  shows  tumor  penetrating  bowel.  ' 
Arrow  upper  left  shows  upper  pole  of  kidney. 

slightly  yellow.  This  is  not  the  usual  soft 
hemorrhagic  appearance  of  renal  cell  carcin- 
oma but  is  a variant  thereof.  You  can  see  the 
close  adherence  of  the  bowel  wall  in  this  region 
of  the  photograph  (Fig.  4).  Dr.  Hoskins,  would 
you  like  to  describe  your  operative  findings? 

DR.  HOSKINS:  The  patient  was  approached  j 

through  a thoraco-abdominal  incision.  A huge 
mass  occupying  the  lower  pole  of  the  left  kid- 
ney was  found.  The  descending  colon  was 
markedly  fixed  to  the  mass  as  you  can  see  from 
the  photograph  and  the  bowel  had  to  be  re- 
sected and  reanastomosed. 

DR.  BARLOW : Thank  you.  This  is  a low 

power  photomicrograph  of  the  carcinoma  and 
you  can  see  the  involvement  of  the  bowel  wall 
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(Fig.  5).  A higher  power  photomicrograph 
shows  the  spindle  cell  tumor  which  almost  looks 
like  a sarcoma  (Fig.  6).  There  was  invasion 
through  the  capsule  and  also  involvement  of 
the  renal  vein. 


Figure  5 

Arrow  shows  tumor  invading  close  to  mucosa  of  colon 
and  into  fat  (below). 


Figure  6 

Sarcomatous  pattern  of  renal  cell  carcinoma  invading 
fat  (lower  right). 


FINAL  ANATOMIC  DIAGNOSES 
RENAL  CELL  CARCINOMA  WITH 
INVASION  OF  THE  COLON 

DR.  BARLOW:  Renal  cell  carcinoma  is  not 

a rare  tumor  in  this  hospital.  Other  names  in- 
clude hypernephroma,  Grawitz  tumor,  and  ad- 
enocarcinoma of  the  kidney.  The  tumor  origi- 
nates from  renal  tubules.  The  following  slide 


shows  that  renal  cell  carcinoma  is  the  most 
common  of  the  renal  neoplasms  in  one  series 
of  cases. 

RENAL  TUMOR 


Malignant  Renal  Tumors  104  Cases 

Renal  Cell  Carcinoma  84  Cases 

Transitional  Cell  Carcinoma 

of  the  Renal  Pelvis  14  Cases 

Squamous  Cell  Carcinoma  of 

Renal  Pelvis  4 Cases 

Mucinous  Adenocarcinoma  1 Case 

Fibrosarcoma  1 Case 


The  classic  triad  for  renal  cell  carcinoma  is 
hematuria,  flank  pain,  and  mass.  Some  people 
include  anemia.  This  triad  is  often  not  present. 
In  a review  by  Skinner  et  al  only  9%  of  cases 
had  the  classic  triad,  only  36%  of  cases  had 
any  two  of  the  three  features  of  the  classic 
triad,  60%  had  hematuria. 

DR.  HOSKINS:  I think  this  is  very  true.  You 

will  rarely  see  the  classic  triad  any  more  prob- 
ably because  of  the  extensive  use  of  intra- 
venous pyelograms  and  earlier  identification 
of  tumors. 

DR.  BARLOW:  It  is  to  be  noted  that  2% 

of  the  patients  had  an  acute  varicocele.  Six  out 
of  seven  of  these  were  on  the  left.  One  patient 
presented  with  massive  hemorrhage  from  spon- 
taneous rupture  of  the  carcinoma.  3%  of 
patients  presented  with  hypercalcemia.  Poly- 
cythemia is  supposed  to  be  common  with  renal 
cell  carcinoma  but  only  3%  of  the  patients  in 
this  series  had  a hematocrit  over  50%.  21% 
of  patients  had  a hematocrit  under  33%  so 
anemia  either  from  bleeding  or  from  the  gen- 
eral debility  of  malignancy  is  a much  com- 
moner associated  finding  with  renal  cell  car- 
cinoma than  polycythemia.  25%  of  the  patients 
in  this  series  mentioned  above  had  metastases 
when  first  seen.  In  fact,  10%  presented  with 
metastases.  Metastases,  which  may  be  solitary, 
in  lung,  bone,  or  brain  are  very  frequent.  There- 
fore, the  orthopedic  surgeon  or  neurosurgeon 
often  sees  the  patient  first.  When  he  does, 
he  wishes  he  hadn’t  often  since  metastases 
from  renal  cell  carcinoma  are  very  vascular 
and  can  cause  a massive  hemorrhage  at  sur- 
gery. 7%  of  the  tumors  in  the  series  to  which 
I have  referred  were  asymptomatic  and  were 
detected  only  on  x-ray.  Metastases  from  renal 
carcinoma,  as  I have  said  may  involve  the 
skeleton,  lungs,  brain,  lymph  nodes,  liver,  or 
opposite  kidney.  Histologically  the  tumor  often 
has  a characteristic  clear  cell  appearnce  which 
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is  supposed  to  have  the  best  prognosis.  The 
granular  type  of  cell  or  the  pseudosarcomatous 
or  papillary  histologic  variety  have  a slightly 
worse  prognosis.  There  is  some  disagreement 
about  this  in  the  literature. 

DR.  HOSKINS:  Yes,  but  I think  Dr.  Mostofi 

from  the  Armed  Forces  Institute  of  Pathology 
has  shown  that  there  is  a correlation  between 
the  histology  and  prognosis. 

DR:  BARLOW:  Yes.  However,  probably  more 

important  prognostic  factors  than  the  micro- 
scopic appearance  are  gross  or  microscopic 
invasion  of  the  capsule  and  invasion  of  the 
renal  veins.  Invasion  of  the  capsule  is  most 
important  and  renal  vein  invasion  has  im- 
portance although  there  has  been  some  dis- 
agreement over  how  serious  invasion  of  the 
renal  vein  is.  Renal  cell  carcinoma  is  most  com- 
mon after  40  years  of  age  but  has  a peculiar 
behavior.  There  have  been  reports  of  regres- 
sion of  pulmonary  metastases  following  a sur- 
gical removal  or  radiation  of  the  primary  tu- 
mor. Dr.  Hoskins,  what  do  you  think  about 
this? 

DR.  HOSKINS:  Well,  there  have  been  some 

documented  cases  but  in  many  cases  there  has 
been  the  question  of  whether  the  lesions  in  the 
lung  were  really  metastases.  They  have  not 
been  documented  by  histology  in  many  cases. 
DR.  BARLOW : Would  you  remove  the  pri- 

mary lesion  if  the  patient  had  pulmonary 
metastases  ? 

DR.  HOSKINS:  Only  if  the  patient  were  hav- 

ing great  clinical  difficulties  such  as  bleeding 
or  pain  from  the  original  lesion  but  there  are 
many  urologists  on  both  sides  of  the  fence. 

DR.  BARLOW : We  have  found  a number  of 

incidental  renal  cell  carcinomas  at  autopsy. 
This  suggests  that  they  can  be  present  for  a 
prolonged  time  before  metastases  or  clinical 
detection.  This  goes  along  with  the  findings 
of  discovering  them  as  asymptomatic  masses 
on  intravenous  pyelogram.  In  fact,  prolonged 
presence  of  37  and  22  years  before  metastases 
has  been  proved  in  the  literature. 

I)R.  HOSKINS:  Yes,  of  course  this  also  gives 

us  a problem  in  evaluating  any  type  of  therapy 
with  these  tumors.  They  behave  in  a peculiar 
manner  and  whether  it  is  the  surgical  approach 
or  the  chemotherapy  that  is  actually  causing 
prolonged  survival  in  some  of  these  patients 
or  the  natural  history  of  the  tumor  is  some- 
times a problem. 


DR.  BARLOW : A very  interesting  aspect  of 

renal  cell  carcinoma  are  the  bizarre  presenta- 
tions. Here  are  some  unusual  manifestations: 

UNUSUAL  MANIFESTATIONS 

1.  Fever  of  unknown  origin. 

2.  Fatigue,  weakness,  weight  loss,  anorexia. 

3.  Hypertension. 

4.  Polycythemia. 

5.  Nonspecific  gastrointestinal  complaints. 

6.  Elevated  erythrocyte  sedimentation  rate. 

7.  Hypercalcemia  without  bone  disease. 

8.  Abnormal  liver  function  tests 
without  liver  metastases. 

I would  like  to  discuss  each  of  these.  The  in- 
creased hematocrit  or  polycythemia  which  oc- 
curs in  renal  cell  carcinomas,  renal  cysts,  and 
sometimes  hydronephrosis  is  apparently  due 
to  an  erythropoietin-like  secretion  by  the  tu- 
mor or  cyst.  As  I pointed  out  this  rarely  oc- 
curs but  it  is  something  to  think  of  in  a patient 
with  unexplained  increased  hematocrit.  We 
have  certainly  seen  fever  of  unknown  origin 
and  nonspecific  signs  such  as  weakness,  weight 
loss,  or  gastrointestinal  complaints  be  the 
initial  symptoms  of  renal  cell  carcinoma.  An 
intravenous  pyelogram  was  done  and  the  tumor 
recognized  on  several  of  these  occasions.  Hy- 
percalcemia is  often  due  to  secretion  of  a para- 
thormone like  substance.  Reversible  hyperten- 
sion can  be  due  to  renal  artery  compression,  the 
formation  of  an  arteriovenous  fistula  or  is- 
chemia. Renin  secreting  tumors  of  the  kidney 
have  been  described  but  they  are  not  renal  cell 
carcinoma. 

A very  interesting  syndrome  is  that  of 
nephrogenic  hepatosplenomegaly.  This  syn- 
drome is  characterized  by  anemia,  elevated 
erythrocyte  sedimentation  rate,  monocytosis, 
thrombocytosis,  decreased  albumin,  increased 
alpha  II  globulin,  increased  gamma  globulin, 
increased  alkaline  phosphatase,  abnormally  pro- 
longed prothrombin  time,  and  increased  BSP 
retention.  All  of  these  occur  without  liver 
metastases  and  the  liver  function  tests  become 
normal  after  the  removal  of  the  tumor.  This 
is  also  true  of  the  hypercalcemia  due  to  the 
secretion  of  parathormone-like  substance  and 
the  polycythemia  due  to  the  secretion  of  ery- 
thropoeitin-like  substance. 

DR.  HOSKINS:  Yes,  as  a matter  of  fact, 

some  of  the  phenomenona  that  you  see  with 
these  tumors  give  a good  method  of  follow-up. 
For  instance,  if  a patient  has  abnormally  high 
calciums  with  a renal  cell  carcinoma,  they  will 
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go  down  when  the  primary  tumor  is  removed, 
but  when  recurrence  occurs  the  calcium  will 
go  back  up.  Another  problem  we  could  get  into 
is  treatment  of  solitary  pulmonary  metastases. 
Dr.  Ensberg,  would  you  like  to  comment  on 
this?  Don’t  you  like  to  wait  a while  before 
excising  these? 

DR.  ENSBERG:  Well,  I would  like  to  wait 

four  months  after  the  appearance  of  a solitary 
metastasis  in  the  lung  before  I go  ahead  and 
resect  it.  There  have  been  long  remissions  with 
removal  of  solitary  metastases  from  the  lung 
and  other  organs  and  even  sometimes  after  the 
resection  of  a second  metastasis. 

DR.  BARLOW : Dr.  Hoskins,  would  you  like 

to  comment  on  the  therapy  of  these  tumors? 

DR.  HOSKINS:  The  primary  therapy  for  a 

renal  cell  carcinoma,  of  course,  is  the  early  de- 
tection we  talked  about  and  then  surgery.  An 
adequate  surgical  procedure  with  early  ligation 
of  renal  vessels  as  well  as  removal  of  perineph- 
ric fat,  fascia,  and  regional  lymph  nodes  is 
recommended.  Removal  of  tumor  from  the 
renal  vein  and  vena  cava  is  advised.  A trans- 
peritoneal  or  thoraco-abdominal  approach  is 
also  used  now  and  is  associated  with  an  im- 
proved survival. 

DR.  MILTON  SMITH:  Why? 

DR.  HOSKINS:  It  is  easier  to  get  at  the 

renal  pedicle  without  manipulating  the  tumor. 

Radiation  plays  an  auxiliary  role  because  the 
tumor  is  generally  radio-resistant.  Riches,  et 
al  in  1951  reported  one  of  the  few  series  with 
an  improved  survival,  especially  when  renal 
vein,  lymph  node  or  perirenal  fat  is  invaded. 

Chemotherapy  is  of  little  value  in  the  general 
management  of  renal  cell  carcinoma;  but  some 
very  interesting  individual  cases  with  good 
survival  have  been  reported. 

Hormonal  therapy  is  an  interesting  area. 
Methoxyprogestrone  acetate  (provera)  and 
testosterone  propionate  are  being  used  with 
disseminated  disease. 

DR.  ORTMEIER:  I noticed  this  patient  did 

have  an  elevated  alkaline  phosphatase.  Did  he 
have  liver  metastases? 

DR.  HOSKINS:  No. 

DR.  ORTMEIER : I wonder  what  the  alkaline 

phosphatase  will  show  on  his  follow-up  visits. 

DR.  BARLOW:  Yes,  I would,  too.  This  may 

be  part  of  the  syndrome  of  nephrogenic  hepa- 


tosplenomegaly  that  I mentioned  before  as  all 
of  those  features  do  not  occur  in  every  case. 

DR.  HENRY : He  also  had  an  enlarged  liver. 

ADDENDUM:  Four  months  after  the  patient 

had  a left  nephrectomy  and  resection  of  part  of 
the  descending  colon,  the  patient  has  normal 
12-panel  chemistry  tests,  including  alkaline 
phosphatase.  Hemoglobin  was  14.7  gms%, 
hematocrit  was  45  vol.%  and  erythrocytes 
sedimentation  rate  was  10  ml/hr.  The  chest 
x-ray  was  clear  and  the  urinalysis  was  essen- 
tially negative.  He  had  gained  weight  from  160 
to  185  pounds.  The  patient  had  some  traumatic 
arthritis  of  the  left  elbow. 
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practitioners.  Present  hospital  staff  in- 
cludes eight  general  practitioners,  two 
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radiologist,  one  urologist  and  one  cardio- 
logist. 
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The  legislature  is  now  in  session  and  is  pondering  many  issues  which  will  affect  South  Da- 
kota for  years  to  come.  Not  the  least  of  these  pertains  to  medical  education.  As  you  know,  study 
has  been  in  progress  throughout  the  past  year  in  an  effort  to  determine  the  needs  of  the  Univer- 
sity of  South  Dakota  School  of  Medicine  and  the  best  direction  for  it  to  go.  Opinions  and  data 
have  been  obtained  from  throughout  this  state  and  from  throughout  the  country,  from  medical 
educators,  accreditation  bodies  and  from  other  pertinent  sources.  By  now  you  are  aware  that 
basic  science  or  two  year  schools  of  medicine  cannot  survive  more  than  a few  years.  The  reasons 
for  this  have  been  enumerated  in  detail  in  prior  issues  of  this  journal,  in  the  JAMA,  and  else- 
where. Therefore  the  Ad  Hoc  Committee  on  Medical  Education  of  the  State  Association  and  the 
Council  have  recommended  that  a pilot  program  begin  in  the  fall  of  1974  with  15  to  20  students 
from  the  current  freshman  class  progressing  to  the  junior  year  to  receive  the  M.  D.  degree  in 
a four  year  program  based  in  Yankton  and  Sioux  Falls  and  in  the  existing  clinical  facilities  in 
those  cities  with  the  first  two  years  of  medical  education  remaining  in  Vermillion. 

Approval  of  this  program  has  been  given  by  75  per  cent  of  those  physicians  responding  to  the 
questionnaire  sent  to  all  members  in  October,  1972.  In  addition,  enthusiastic  approval  from  the 
University  of  South  Dakota,  the  School  of  Medicine,  administration  and  faculty,  the  current 
members  of  the  freshman  and  sophomore  classes  at  that  School  of  Medicine,  the  hospitals  to  be 
involved,  the  Board  of  Regents  and  the  Commissioner  of  Higher  Education  has  been  obtained. 

A Citizens  Advisory  Committee  on  medical  education  has  been  active  in  disseminating  informa- 
tion in  regard  to  the  needs  of  the  University  School  of  Medicine  throughout  the  state.  Final  ap- 
proval of  the  program,  of  course,  must  come  from  the  state  legislature,  and  I urge  each  and  every 
one  of  you  to  speak  to  your  local  representatives  and  senators  and  to  all  interested  people  in 
urging  them  to  support  the  M.D.  degree  granting  pilot  program  for  the  University  of  South 
Dakota  School  of  Medicine.  A personal  contact  at  this  time  will  be  invaluable  as  a means  of  letting 
the  legislators  know  the  feelings  of  their  constituents.  With  concerted  and  united  effort  our  proj- 
ect can  and  will  succeed. 

W.  R.  Taylor,  M.D. 

President 
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TfltiS  IS  IJOUft 

MEDICAL  ASSOCIATION 


News  Notes  • Changes  • Births  • News 


Werner  Klar,  M.I).,  Flan- 
dreau,  was  elected  president 
of  the  Madison  - Brookings 
District  Medical  Society  for 
the  new  year.  Other  officers 
are  Janies  L.  Reagan,  M.D., 
Madison,  Vice  President ; and 
C.  M.  Kershner,  M.D.,  Brook- 
ings, Secretary-Treasurer. 


G.  J.  Van  Heuvelen,  M. 
I).,  Pierre,  died  following  a 
lengthy  illness.  He  re- 
ceived his  M.  D.  degree 
from  Rush  Medical  College, 
Chicago,  and  interned  in 
Chicago  also.  Dr.  Van 
Heuvelen  served  as  State 
Health  Officer  for  many 
years.  He  received  the  Out- 
standing Physician  Award 
in  1970  for  his  work  on  the 
Governor’s  Committee  on 
Employment  of  the  Handi- 
capped, the  Arthur  Mc- 
Cormack Award  in  recog- 
nition of  25  years  of  meri- 
torious service  in  the  field 
of  public  health  in  1966  and 
a n Outstanding  Service 
Award  in  Health  by  the 
Welfare,  Health  and  Re- 
habilitation Conference  in 
1967.  Dr  Van  Heuvelen  is 
survived  by  his  widow, 
a daughter,  Mrs.  James 
Forsyth,  Rapid  City,  a 
brother,  two  sisters  and 
two  grandchildren. 


1973  officers  for  the  Sioux 
Falls  Medical  Society  are: 
President  - Denny  Ortmeier, 
M.D. ; Vice  President  - James 
Shaeffer,  M.D. ; Secretary  - 
Karl  Wegner,  M.D.,  and 
Treasurer  - Robert  Giebink, 
M.D. 

The  American  Academy  of 
Family  Physicians  has  named 
the  following  South  Dakota 
physicians  Fellows  of  the 
Academy:  C.  F.  Binder,  M.D., 
Chamberlain ; Roscoe  Dean, 
M.D.,  Wessington  Springs;  E. 
A.  Schabauer,  M.D.,  Mitchell ; 
W.  O.  Hanson,  M.D.,  Huron ; 
C.  S.  Roberts,  M.D.,  Brook- 
ings; and  R.  C.  Jahraus,  M.D., 
and  C.  L.  Swanson,  M.D., 
Pierre. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Arthur  M.  Semones,  M. 

D.,  47,  medical  director  for 
the  Black  Hills  operation, 
Homestake  Mining  Com- 
pany, died  following  a brief 
illness.  He  graduated  from 
Northwestern  Univers  i t y 
Medical  School  in  1947  and 
moved  to  Lead  in  1950 
where  he  was  active  in 
numerous  community  pro- 
grams. Dr.  Semones  is  sur- 
vived by  his  widow ; a 
daughter,  Elizabeth ; his 
mother,  Mrs.  Arthur  Se- 
mones, Chicago ; and  a 
brother,  Dr.  Earl  Semones, 
Riverside,  California. 


Bernard  F.  King,  M.D., 

52,  Aberdeen,  was  killed  in 
a car-pedestrian  accident 
near  Alexandria,  South  Da- 
kota, on  December  15.  Dr. 
King,  a native  of  South  Da- 
kota graduated  from 
Northwestern  University 
Medical  School  and  re- 
ceived his  internship  and 
residency  training  at  Saint 
Joseph’s  Hospital,  Milwau- 
kee, Wisconsin.  He  estab- 
lished his  practice  in  Aber- 
deen in  1948  and  was  asso- 
ciated with  the  Aberdeen 
Medical  Center.  Dr.  King 
was  active  in  community 
affairs,  he  served  as  a 
member  of  the  Board  of  Di- 
rectors for  Blue  Shield  and 
was  a past  president  of  the 
Board.  He  is  survived  by 
his  widow,  Susan,  and  ten 
children. 
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Earl  F.  Rose,  M.D.,  Pro- 
fessor of  Pathology  at  the 
University  of  Iowa  was  guest 
speaker  of  the  Department  of 
Pathology  at  the  University 
of  South  Dakota  School  of 
Medicine  and  spoke  on  “For- 
ensic Pathology.”  Dr.  Rose 
is  a native  of  Eagle  Butte, 
South  Dakota  and  an  alumnus 
of  the  USD  School  of  Medi- 
cine. 

The  Board  of  Trustees  of 
the  AMA  announced  the  re- 
appointment of  A.  P.  Reding, 
M.D.,  Marion,  to  the  AMA 
Council  on  Rural  Health  for 
a one  year  term. 


The  Rapid  City  Medical 
Center  announced  the  ap- 
pointment of  Blaine  M.  Sayre, 
M.D.,  a specialist  in  pediatrics 
and  allergy,  to  the  Center’s 
staff.  Dr.  Sayre  received  his 
M.  D.  degree  from  Washing- 
ton University,  interned  at 
St.  Louis  Children’s  Hospital 
and  took  his  residency  train- 
ing at  Phoenix  Indian  Medi- 
cal Center. 


The  Mitchell  District  Medi- 
cal Society  elected  the  follow- 
ing officers  for  1973:  E.  A. 
Schabauer,  M.D.,  President, 
and  Jack  Berry,  M.D.,  Secre- 
tary-Treasurer. 


Alfred  Shousa,  M.D.,  Brit- 
ton, was  elected  President  of 
the  Aberdeen  District  Medi- 
cal Society.  J.  R.  Chavier, 
M.D.,  Aberdeen,  was  elected 
Vice  President  and  Kennon 
Broadhust,  M.D.,  Aberdeen, 
was  elected  Secretary-Treas- 
urer. 


James  Rud,  M.D.,  Water- 
town  was  elected  president  of 
the  Watertown  District  Medi- 
cal Society  for  1973.  Other 
officers  are  C.  Rodney  Stoltz, 
M.I).,  Vice  President,  and  J. 
J.  Stransky,  M.D.,  Secretary- 
Treasurer. 


IS  YOUR  INVESTMENT  PORTFOLIO  SUFFERING 
FROM  ONE  OF  THESE  DISEASES? 


1.  Piecemealitis 

2.  Hot-Tip-A-Mania 

3.  Apartment-Housitoma 

4.  Multiple  Brokers 

5.  Simple  Neglect 


WHAT’S  THE  CURE? 


If  you  have  an  investment  portfolio  with  securities,  and 
you  have  the  slightest  fear  it’s  suffering  from  any  of  these 
ailments,  we  strongly  urge  you  to  consult  us  . . . 

TRUST  DEPARTMENT 

IbTORTHWE  STERN 

rsJAVW  I CD  INJWL_,  bank: 


DOWNTOWN  I STOCKYARDS  I COLONIAL  I WESTWOOD 

9th  & MAIN  I 8 28  E.  RICE  ST.  / 26th  & MINN.  / 12th  & KIWANIS 

Brookings,  Chamberlain,  Dell  Rapids,  Gregory,  Huron,  Lake  Preston  & Madison 


WE  HOPE  THIS  IS  NOT  NEEDED 


but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7350 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 
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SPECIAL  COUNCIL  MEETING 


1:30  P.M.  Executive  Office 

Thursday,  November  16,  1972 
Sioux  Falls,  South  Dakota 


Dr.  Taylor  called  the  meeting  to  order  and  acted 
as  presiding  officer  inasmuch  as  Dr.  Leigh  was  absent. 
Those  present  for  roll  call  were  Doctors  W.  R.  Taylor, 
T.  H.  Sattler,  A.  P.  Reding,  R.  H.  Quinn,  G.  R.  Bartron, 
G.  E.  Tracy,  Bruce  Lushbough,  Harvard  Lewis,  B.  J. 
Begley,  M.  R.  Cosand,  James  Ryan,  Eldon  Bell,  J.  B. 
Gregg,  E.  H.  Heinrichs  and  guests,  R.  H.  Hayes,  M.D. 
and  J.  A.  Muggly,  M.D. 

Dr.  Cosand  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as  they 
have  been  distributed  to  the  Councilors.  The  motion 
was  seconded  by  Dr.  Ryan  and  carried. 

The  Council  considered  a proposed  physician’s  as- 
sistant law.  Dr.  Gregg  reported  on  the  feelings  and 
concerns  of  the  Commission  on  Legislation  and  Gov- 
ernmental Relations  regarding  this  law.  Dr.  Hayes  re- 
viewed a revised  law  which  was  furnished  to  the  Coun- 
cilors. Dr.  Bartron,  speaking  on  behalf  of  the  South 
Dakota  State  Board  of  Medical  and  Osteopathic  Ex- 
aminers, stated  that  the  Board  feels  that  more  experi- 
ence and  background  on  the  type  of  training  received 
by  the  physician’s  assistant  is  needed  before  the  Board 
could  place  any  in  the  state,  that  the  Board  has  serious 
concern  about  the  number  of  assistants  who  could  work 
under  one  physician,  and  that  the  Board  has  not  had 
an  opportunity  to  evaluate  the  pilot  program  utilizing- 
physicians’  assistants  in  four  counties  in  South  Dakota. 
Dr.  Bartron  introduced  the  following  resolution  from 
the  South  Dakota  State  Board  of  Medical  and  Osteo- 
pathic Examiners: 

The  Board  of  Medical  and  Osteopathic  Ex- 
aminers recommends  that  inasmuch  as  this 
Board  is  asked  to  be  the  certifying  agency 
for  such  a law,  that  it  is  the  feeling  of  this 
Board  that  until  a more  careful  review  of  the 
law  and  review  of  comparable  laws  in  other 
states  is  carried  out.,  we  are  not  in  a position 
to  assume  this  responsibility  at  this  time.  Any 
law  should  leave  the  educational  qualifications 
and  scope  of  authority  to  the  rules  and  regu- 
lations of  the  Board.  This  would  not  exclude 
the  advice  and  consent  of  the  Medical  Asso- 
ciation, the  Health  Department  and  other 
agencies.  The  Board  further  recommends  that 
such  physicians’  assistants  should  only  work 
as  the  direct  employee  of  a person  fully 
licensed  under  the  Medical  Practice  Act  of 
South  Dakota. 

Dr.  Bartron  moved  that  a Liaison  Committee  of  the 
Council  and  the  South  Dakota  State  Board  of  Medical 
and  Osteopathic  Examiners  and  their  legal  counsel 
further  study  the  matter  of  physicians’  assistants  and 
report  back  at  the  appropriate  time  the  results  of 
their  study  for  future  consideration  and  that  the  State 
Medical  Association  not  propose  legislation  concerning 
the  physician’s  assistant  until  the  report  is  received. 
The  motion  was  seconded  by  Dr.  Bell  and  carried. 
Dr.  Quinn  moved  that  the  State  Medical  Association 
support  the  ongoing  Minimum  Uniform  Health  Services 
pilot  program  of  the  State  Health  Department.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried. 

Dr.  Muggly  reviewed  the  suggested  Articles  and  By- 
laws for  the  South  Dakota  Foundation  for  Medical 
Care  for  the  Councilors’  information.  He  stated  several 
objections  which  a foundation  can  accomplish  including 
combating  closed  panel  practice,  review  mechanism, 


establishing  guidelines  for  good  medical  care  and  con- 
tinuing education  vehicle.  The  Council  received  in- 
formation that  as  of  January  1,  1974,  a Professional 
Standards  Review  Organization  must  review  Medicare 
and  Medicaid  claims  and  that  the  government  does  not 
approve  of  foundations  supported  by  Medical  Asso- 
ciations or  Societies.  Dr.  Sattler  moved  that  the  Ad 
Hoc  Committee  to  Study  Foundations  be  authorized 
to  proceed  in  further  development  of  the  foundation 
and  to  contact  other  organizations  in  the  state,  both 
medical  and  educational,  to  determine  their  possible 
participation  in  a foundation.  The  motion  was  sec- 
onded by  Dr.  Cosand  and  carried.  Dr.  Taylor  resigned 
from  the  Ad  Hoc  Committee  and  appointed  Dr.  Cosand 
as  his  replacement.  Dr.  Muggly  requested  that  if  any 
Councilors  receive  information  concerning  other  foun- 
dations, they  should  send  it  to  the  executive  office  for 
the  Committee’s  information.  The  Council  directed  the 
executive  office  to  invite  Dr.  A.  A.  Lampert  to  appear 
before  the  Council  at  their  January  meeting  to  discuss 
national  legislation  and  its  effect  on  foundations. 

Dr.  Taylor  reported  on  the  Medical  Education  survey 
regarding  the  proposed  pilot  program  for  a four  year 
medical  school.  He  stated  that  a 56  percent  return 
has  been  received  and  that  78  percent  of  these  returns 
indicate  favoring  the  four  year  medical  school  pilot. 
Dr.  Taylor  stated  that  members  of  the  Committee  have 
met  with  the  medical  students,  Dr.  Bowen,  president 
of  the  University,  and  faculty  members  of  the  Univer- 
sity and  received  their  endorsement  of  the  program. 
Mr.  Johnson  stated  that  the  hospital  administrators  of 
those  hospitals  involved  have  been  contacted  and  that 
he  has  received  affirmative  answers  from  all  but  one 
who  requested  further  information  before  endorsing  the 
program.  Dr.  Taylor  also  stated  that  a Citizens  Ad- 
visory Committee  is  being  formed  to  promote  the  pilot 
program  for  the  four  year  medical  school.  Dr.  Bartron 
moved  that  the  Council  go  on  record  as  a result  of  the 
Medical  Education  Study  Committee’s  recommendation 
that  they  wholeheartedly  support  these  recommenda- 
tions. The  motion  was  seconded  by  Dr.  Bell  and  car- 
ried. Members  of  the  Ad  Hoc  Committee  will  meet 
with  Dr.  Gibb  of  the  Board  of  Regents  on  Wednesday, 
November  22,  in  Pierre,  and  it  is  proposed  that  the 
Citizens  Advisory  Committee  meet  that  afternoon  at 
1:30  p.m.  in  Pierre  also.  Dr.  Tracy  moved  that  the 
Council  endorse  the  formation  of  a Citizens  Advisory 
Committee  coordinating  efforts  with  the  Ad  Hoc  Com- 
mittee on  Medical  Education.  The  motion  was  sec- 
onded by  Dr.  Quinn  and  carried.  Names  were  sug- 
gested of  citizens  who  might  serve  on  the  Citizens  Ad- 
visory Committee  and  Councilors  were  assigned  to  con- 
tact these  people. 

The  Council  reviewed  information  submitted  by  Dr. 
H.  L.  Saylor  of  the  State  Welfare  Commission  con- 
cerning regional  medical  consultants.  Dr.  Tracy  moved 
that  the  Council  approve  the  concept  of  regional  medi- 
cal consultants  as  proposed  by  the  State  Welfare  De- 
partment. The  motion  was  seconded  by  Dr.  Reding 
and  carried. 

Mr.  Johnson  read  a letter  from  Dr.  E.  T.  Ruud, 
Rapid  City,  who  is  resigning  as  Councilor  from  the 
Black  Hills  District  effective  immediately.  The  Coun- 
cil determined  to  ask  the  Black  Hills  District  for 
recommendations  for  Councilor  prior  to  making  an  ap- 
pointment. 

The  meeting  adjourned  at  4:15  p.m. 
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PRESENT  STATUS  OF  THE  ORAL 
HYPOGLYCEMIC  AGENTS* 


by 

Thomas  G.  Skillman,  M.D. 

Professor  of  Medicine 
and 

Director,  Division  of  Endrocrinology 
The  Ohio  State  University 
College  of  Medicine 


Introduction 

The  search  for  an  orally  administered  agent 
capable  of  lowering  blood  glucose  in  diabetes 
mellitus  came  long  before  the  availability  of 
insulin  (1).  However,  when  insulin  gained 
popular  acceptance  in  1922,  enthusiasm  for  oral 
therapy  waned  and  despite  the  retrospectively 
exciting  reports  of  French  and  German  work- 
ers in  the  1940’s  (2,3)  it  was  not  until  1955 
that  wide  spread  clinical  use  of  such  therapy 
was  instituted  (4).  From  that  time  until  1970, 
an  almost  worldwide  confidence  in  the  safety 
and  efficacy  of  both  the  sulfonylureas  and 
biguanides  was  established.  The  complacency 
of  this  era  was  challenged  by  the  report  of  the 
University  Group  Diabetes  Program  (UGDP) 
which  caused  the  American  Medical  Associa- 
tion, the  American  Diabetes  Association  and 
the  United  States  Food  and  Drug  Administra- 
tion each  to  issue  statements  that  essentially 
advised  physicians  that  drugs  of  this  class  were 
not  more  effective  than  diet  alone  in  controll- 
ing diabetes  and  indeed  might  be  associated 
with  an  excessive  rate  of  cardiovascular  mortal- 
ity (5).  Since  1970  a vigorous  debate  between 
physicians  favoring  oral  therapy  and  those  op- 
posing it  has  stimulated  research  activity  al- 
most as  much  as  did  the  initial  work  which  es- 


*Presented at  the  91st  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association  at  Sioux  Falls, 
South  Dakota,  May  6,  1972 


tablished  the  drugs  as  commonly  used  agents. 
At  present  the  issue  remains  unresolved,  but 
the  use  of  the  compounds  continues  and  the 
volume  of  production  of  these  drugs  is  as  great 
as  ever. 

The  Sulfonylurea  Agents 

In  1935  Domagk  demonstrated  a favorable 
effect  of  an  aminobenzene-sulfonamide  prep- 
aration on  streptococcal  infection  in  the  mouse 
(6).  This  work  initiated  a systematic  analysis 
of  sulfonamide  derivatives  which  was  punctu- 
ated by  the  discovery  by  Janbon  in  1942  that 
the  compound  2254  RP  caused  hypoglycemia 
in  man  (7).  Between  1939  and  1942  the  French 
investigator,  Auguste  Loubatieres,  intensely 
studied  the  pharmacology  of  the  sulfonylurea 
drugs  and  provided  much  of  the  impetus  which 
has  led  to  the  development  of  their  derivatives 
as  antibacterial,  antituberculous,  hypoglycemic 
and  diuretic  medicinals  (8). 

The  Specific  Sulfonylureas 

Four  sulfonylureas  are  presently  in  common 
use  in  the  United  States.  Their  characteristics 
are  given  in  Table  1.  Because  each  differs  from 
the  other  in  rather  specific  ways,  a short  dis- 
cussion of  all  four  will  be  made. 

Tolbutamide.  The  first  sulfonylurea  to  be  mar- 
keted in  this  country  was  tolbutamide  (Orin- 
ase).  This  agent  has  been  in  constant  use  since 
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1956.  Tolbutamide  is  a white  crystalline  sub- 
stance which  is  insoluble  in  water  but  forms 
water  soluble  salts  with  alkalies.  It  is  rapidly 
and  efficiently  absorbed  from  the  intestine  and 
in  doses  of  one  or  two  grams  per  day  estab- 
lishes blood  levels  of  10  to  15  milligrams  per 
deciliter  of  serum.  It  has  no  antibacterial  ac- 
tion because  unlike  the  sulfonamides,  it  pos- 
sesses no  amino  group  at  the  para  position  on 
its  benzene  ring.  Instead,  the  methyl  group  at 
this  position  is  oxidized  to  the  inactive  metabo- 
lite l-butyl-3pcarboxyphenylsulfonylurea.  From 
75  to  100  per  cent  of  the  metabolite  is  recover- 
able in  the  urine  within  24  hours.  The  rapid 
metabolism  of  tolbutamide  accounts  for  its 
short  half-life  of  about  5.6  hours  and  its  rela- 
tively brief  hypoglycemic  effect  which  lasts 
only  about  12  hours.  Accordingly,  it  is  usually 
necessary  to  give  tolbutamide  more  than  one 
time  daily.  Common  programs  are  to  give  one 
or  two  half  gram  tablets  before  breakfast  and 
before  the  evening  meal  but  some  physicians 
administer  it  before  each  of  the  three  meals. 
Since  tolbutamide  is  rapidly  metabolized,  hypo- 
glycemia is  a very  rare  complication.  Tolbuta- 
mide is  used  often  in  elderly  diabetics  who  are 
prone  to  skip  meals. 

Acetohexamide.  Because  this  sulfonylurea  ex- 
ercises an  hypoglycemic  effect  which  is  of  long- 
er duration  than  tolbutamide  but  shorter  than 
tolazamide  or  chlorpropamide,  it  should  be  re- 
garded as  an  agent  of  intermediate  potency. 
Comparatively,  acetohexamide  is  about  2.5 
times  as  “potent”  as  tolbutamide.  This  in- 
crease in  ability  to  lower  blood  glucose  with  a 
smaller  dose  is  partially  due  to  the  fact  that 
acetohexamide  is  rapidly  metabolized  to  L- 
hydroxyhexamide  which  is  much  more  active 
than  its  parent  compound.  Like  tolbutamide, 
acetohexamide  is  quickly  absorbed  by  the  gut. 
Two  hours  after  its  administration  the  blood 


level  of  its  L-hydroxyhexamide  metabolite  is 
approximately  twice  that  of  acetohexamide. 
The  average  half-life  of  the  compounds  is  about 
6 to  8 hours  and  within  24  hours  80  to  85  per 
cent  of  the  drug  and  its  metabolites  is  excreted 
in  the  urine.  Hypoglycemic  activity  after  a 
single  dose  ranges  in  duration  from  12  to  24 
hours.  Since  acetohexamide  has  a potency 
which  exceeds  tolbutamide,  its  dose  is  propor- 
tionally less.  In  many  instances  one  250  milli- 
gram tablet  a day  is  sufficient  to  control  hy- 
perglycemia. More  often,  two  250  milligram 
tablets  are  given  daily.  Usually  they  are  giv- 
en as  a single  morning  dose  but  some  physi- 
cians prefer  divided  dosage.  The  trade  name 
“Dymelor”  is  derived  from  the  term  “Dia- 
betes-Mellitus-Oral”. 

Tolazamide.  This  agent,  marked  as  Tolinase® 
also  is  more  potent  than  tolbutamide.  It  is 
metablized  to  six  major  biproducts,  and  three 
of  them  are  metabolically  active.  However,  un- 
like acetohexamide  metabolites,  those  of  tola- 
zamide are  less  powerful  than  the  parent  mole- 
cule. Since  both  tolazamide  and  its  metabolic 
products  are  quickly  excreted  and  relatively 
weak,  the  half-life  of  the  compounds  is 
estimated  to  be  about  7 hours  and  with- 
in 24  hours  about  90  percent  of  the 
drug  and  its  biproducts  is  excreted.  Although 
one  might  anticipate  that  these  characteristics 
would  establish  as  an  agent  of  about  the  same 
potency  as  acetohexamide,  this  is  not  the  case. 
To  the  contrary,  the  agent  is  comparably  as  ac- 
tive to  chlorpropamide  despite  its  short  half- 
life.  Therefore,  the  dose  most  often  employed 
is  250  milligrams  daily  and  most  physicians 
prefer  a single  morning  dosage  rather  than  a 
morning  and  evening  administration.  In  some 
instances  two  tablets  or  500  milligrams  are 
given. 

Chlorpropamide.  This  agent  is  marketed  as 


TABLE  1 


THE  ORAL  HYPOGLYCEMIC  AGENTS  (SULFONYLUREAS) 


MANUFACTURER 

BRAND  NAME 

POTENCY 

RELATIONSHIP 

AVAIL- 

ABLE 

DOSE 

APPROX.  APPROX. 

HALF-LIFE  DURATION  DOSAGE 
(HOURS)  (HOURS)  RANGE 

Orinase 

250  to  3000  mg 

Upjohn 

(Tolbutamide) 

Standard 

500 

mg 

5.6 

12 

V2  to  6 tabs 

Dymelor 

2.5  times 

250 

mg 

6.8 

12-24 

Eli  Lilly 

( Acetohexamide ) 

Standard 

500 

mg 

100  to  500  mg 

Tolinase 

5 times 

100 

mg 

7 

14-24 

Upjohn 

Tolazamide 

Standard 

250 

mg 

100  to  1000  mg 

Diabinese 

5 times 

100 

mg 

36 

60-96 

Pfizer 

( Chlorpropamide) 

Standard 

250 

mg 

100  to  500  mg 
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DiaDenese®  in  both  100  mg  and  250  mg  tablets. 
It  may  be  considered  the  most  potent  of  the 
sulfonylureas  not  because  it  exercises  about 
the samehypoglycemic  effect  as  tolazamide,  but 
because  it  is  bound  to  serum  proteins  and  not 
metabolized.  Chlorpropamide  has  a duration  of 
action  of  60  to  90  hours  and  its  clearance  from 
the  blood  is  dependent  upon  the  ability  of  the 
kidney  to  excrete  it.  For  this  reason,  care 
must  be  used  in  giving  it  to  patients  with  im- 
paired renal  function.  Since  its  action  is  pro- 
longed, it  needs  to  be  given  only  once  daily. 
Its  dosage  ranges  from  100  to  500  mg  each 
morning. 

Phenformin 

Phenformin  is  a nonsulfonylurea  oral  anti- 
diabetic agent  which  is  related  to  Synthalin. 
It  may  be  obtained  either  as  a plain  25  mg. 
tablet  or  as  the  50  mg.  timed  disintegration 
capsule.  The  tablet  has  a half-life  of  about  3 
hours  and  a peak  effect  of  4-6  hours.  The  cap- 
sule has  a half-life  of  5 hours  and  a peak  hypo- 
glycemic effect  of  8-14  hours.  For  these 
reasons,  a divided  daily  dosage  is  usually  em- 
ployed. Recently,  the  U.  S.  Vitamin  Company 
has  marketed  phenformin  as  Meltrol®  and 
made  it  available  also  in  a 100  mg.  time  disin- 
tegration capsule.  Geigy  markets  the  25  mg 
tablets  and  50  mg  capsule  as  DBI.  The  usual 
range  of  dosage  is  from  50  to  200  mg  daily. 

Combined  Sulfonylurea  and 
Phenformin  Treatment 

Although  any  of  the  sulnylureas  alone  or 
phenformin  alone  can  be  expected  to  provide 
satisfactory  control  of  hyperglycemia  in  the 
maturity-onset  diabetic  with  fasting  normo- 
glycemia,  the  duration  of  this  control  is  not 
always  lasting.  In  addition,  many  maturity- 
onset  diabetic  patients  have  low  insulin  respon- 
siveness to  any  form  of  stimulation  and  are  apt 
to  have  fasting  hyperglycemia  despite  ade- 
quate diet  therapy.  In  more  than  a few  in- 
stances the  hyperglycemia  in  such  patients 
may  be  controlled  by  using  a combination  of 
sulfonylurea  and  phenformin  therapy.  In  these 
patients  a relatively  high  dose  of  acetohexa- 
mide,  tolazamide  or  chlorpropamide  is  comple- 
mented by  giving  25  to  50  mg.  of  phenformin 
twice  daily.  Almost  any  combination  of  sul- 
fonylurea and  phenformin  may  be  employed 
but  a twice  daily  dose  of  timed-release  phen- 
formin of  50  mg  is  used  most  often. 


Mechanism  of  Action  of  the  Oral  Agents 

Despite  almost  exhaustive  laboratory  and 
clinical  investigation,  it  may  be  honestly  stated 
that  precise  information  regarding  the  mode 
of  action  of  both  sulfonylureas  and  phenformin 
is  unknown. 

The  sulfonylureas  are  incapable  of  lowering 
blood  glucose  in  diabetic  animals  if  the  pan- 
creatic Beta  cells  are  absent.  Careful  in  vivo 
studies  using  both  animals  and  the  isolated 
pancreas  have  shown  that  the  sulfonylureas 
stimulate  insulin  release  in  the  absence  of  other 
known  insulin  releasing  substances.  Studies  in 
diabetic  humans  have  indicated  that  certain 
of  the  sulfonylureas  cause  the  pancreas  to  re- 
lease insulin  more  quickly  after  a glucose  stim- 
ulus (8).  Despite  this,  several  clinical  studies 
of  diabetics  who  have  been  successfully  chronic- 
ally treated  with  sulfonylureas  show  that  ser- 
um insulin  levels  are  the  same  after  long  term 
sulfonylurea  administration  as  they  were  prior 
to  the  beginning  of  treatment  (9). 

Because  of  this  rather  paradoxical  data 
many  believe  that  the  sulfonylureas  have  mul- 
tiple pharmacological  effects  and  cite  evidence 
of  extrapancreatic  ones  such  as  inhibition  of 
glucose  output  by  the  liver  and  potentiation  of 
the  action  of  insulin  on  the  liver  and  skeletal 
muscle. 

Phenformin  is  able  to  lower  blood  glucose  in 
certain  animals  in  the  absence  of  insulin.  In 
both  normal  and  diabetic  man  phenformin  may 
improve  glucose  tolerance  in  association  with 
dcreased  rather  than  increased  levels  of  serum 
insulin.  Accordingly,  investigators  have  looked 
to  primarily  extrapancreatic  modes  of  action 
of  phenformin.  There  is  convincing  evidence  in 
man  that  phenformin  may  inhibit  glucose 
transport  by  the  intestine  and  thereby  improve 
glucose  tolerance  (10)  while  decreasing  rather 
than  increasing  insulin  secretion.  In  animal 
and  human  experiments  phenformin  has  also 
been  shown  to  increase  glucose  uptake  by  peri- 
pheral tissues  (11). 

The  University  Group 
Diabetes  Program  (UGDP) 

In  1961,  a cooperative  clinical  project  de- 
signed to  determine  if  the  vascular  complica- 
tions of  diabetes  mellitus  could  be  postponed  or 
prevented  by  using  oral  therapy  was  initiated 
by  12  geographically  separated  university  dia- 
betic clinics.  A prospective  study  which  ulti- 
mately included  1,027  patients  with  recently 
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diagnosed  maturity-onset  diabetes  were  car- 
ried out.  Each  patient  was  assigned  to  one  of 
five  treatment  programs  until  the  population 
of  a program  reached  about  200.  The  treat- 
ment groups  included  patients  treated  with  diet 
plus  placebo,  patients  treated  with  diet  plus 
tolbutamide,  and  diet  plus  phenformin  as  well 
as  patients  treated  with  a fixed  dose  of  in- 
sulin or  a dose  of  insulin  which  was  varied  to 
control  blood  glucose.  In  the  orally  treated 
groups,  neither  the  physician  nor  patient  knew 
whether  or  not  the  treatment  consisted  of  diet 
plus  placebo,  or  diet  plus  tolbutamide  or  phen- 
formin. Quarterly  assessments  of  diabetes  con- 
trol and  development  of  complications  were 
made. 

After  eight  and  one-half  years,  the  tolbuta- 
mide study  was  discontinued  because  statistical 
evidence  disclosed  an  excess  cardiovascular 
mortality.  About  a year  later,  the  phenformin 
study  (which  began  later)  was  also  stopped 
for  the  same  reason.  Certain  details  of  the 
study  are  given  in  Table  2. 

The  essential  conclusions  of  the  study  are 
that  neither  tolbutamide  nor  phenformin 
proved  to  be  more  effeeatious  than  diet  in  the 
control  of  diabetes  and  that  the  use  of  either 
drug  may  increase  mortality  due  to  cardio- 
vascular disease.  The  American  Diabetes  Asso- 
ciation, the  American  Medical  Association  and 
the  United  States  Food  and  Drug  Administra- 
tion have  essentially  supported  these  assertions 
and  recommended  that  all  sulfonylureas  and 
phenformin  be  administered  only  when  insulin 
therapy  is  not  feasible. 

The  reaction  to  these  recommendations  by 
most  physicians  not  engaged  in  the  project 


has  been  either  one  of  bitter  disagreement  or 
bewilderment.  The  advice  by  members  of  the 
Study  Group  and  by  the  manufacturer’s  of  the 
drugs  that  each  physician  must  determine  by 
the  merits  of  the  study  whether  or  not  there 
is  really  proof  that  tolbutamide  or  phenformin 
are  ineffective  and  perhaps  lethal  has  done 
little  to  resolve  either  the  disagreement  or  the 
bewilderment.  Everywhere  practicing  physi- 
cians are  being  given  either  perhaps  prejudiced 
or  ambiguous  advice  and  more  often  than  not 
they  are  electing  to  either  continue  or  cease 
using  the  drugs  on  a fundamentally  emotional 
rather  than  an  informed  basis.  It  is  far  beyond 
the  scope  of  this  communication  to  provide  evi- 
dence either  pro  or  con  about  the  UGDP  study 
and  its  conclusions.  It  is  perhaps  helpful  to 
point  out  that  the  great  majority  of  physicians 
who  restrict  their  practice  to  the  treatment  of 
diabetes  have  continued  to  use  the  drug.  At 
this  time  it  seems  unlikely  that  another  pros- 
pective study  designed  to  confirm  or  negate 
the  findings  of  the  UGDP  will  be  carried  out 
and  the  dilemma  posed  by  the  problem  has 
been  likened  to  that  associated  with  the  recom- 
mendation that  heparin  be  used  for  the  treat- 
ment of  myocardial  infarction. 

Indications  for  Oral  Hypoglycemic  Therapy 

Certainly,  one  of  the  very  positive  derivitives 
of  the  UGDP  Study  has  been  to  help  clarify  the 
indications  for  the  therapy  of  diabetes  with 
oral  agents.  Since  the  report  has  clearly  cast 
doubt  about  the  efficacy  of  the  drugs  and  also 
raised  the  question  that  they  might  influence 
cardiovascular  complications,  a wholesome 
trend  toward  more  careful  observation  of  pa- 
tients being  treated  with  them  and  a restricted 


TABLE  2 

SUMMARY  OF  MORTALITY  STATISTICS 
OF  THE  UGDP  STUDY  GROUP 

Number  of 


Patients 

Total 

Cardiovascular 

Therapy  Group 

Enrolled 

Deaths 

(%) 

Deaths 

(%) 

Diet  + Lactose  Placebo 

205 

21 

(10.2) 

10 

(4.9) 

Diet  + Tolbutamide 

204 

30 

(14.7) 

26 

(12.7) 

Diet  + Fixed  Insulin 
10-16  U Lente/day 
based  on  body  weight 

210 

20 

(9.5) 

13 

(6.2) 

Diet  + Variable  Insulin 
(U-80  Lente  sufficient 
to  control  blood  sugar) 

204 

18 

(8.8) 

12 

(5.9) 

Diet  -f-  Phenformin 
100  mg  T-D/day  in 

204 

31 

(15.2) 

26 

(12.7) 

divided  doses) 
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use  of  the  drugs  in  patients  unlikely  to  benefit 
from  them  has  developed. 

Most  physicians  feel  that  the  agents  should 
not  be  given  to  patients  whose  diabetes  can  be 
controlled  fairly  well  on  diet  alone  and  those 
with  “borderline”  carbohydrate  intolerance. 
Such  persons  probably  include  more  than  half 
of  the  population  of  patients  being  treated  by 
the  average  physician.  In  addition,  it  seems 
clear  now  that  patients  whose  diabetes  cannot 
be  fairly  well  controlled  by  the  agents  should 
be  given  insulin. 

BIBLIOGRAPHY 

1.  Frank,  E.:  Synthalin.  Med.  Klin.  24:1218,  1928. 

2.  Loubatieres,  A.:  Analyse  du  mecanisme  de  Faction 
hypoglycemiante  du  p-aminobenzine-sulfamidoiso- 
propylthiodiazol  (2254  RP):  C.R.  Soc.  Biol.  Paris, 
138:766,  1944. 

8.  Loubatieres,  A.:  Les  derives  sulfamideshypogly- 
cemiants.  Etude  physiologique  et  pharmacodynami- 
que.  Presse  Med.  54:754,  1946. 

4.  Bertram,  F.;  Bendfelt,  E.:  Otto,  H.:  Uber  ein  wirk- 
sames  perorales  Anti-diabeticum  (BZ  55).  Dtsch, 
Med.  Wschr. : 80:1455,  1955. 

5.  The  University  Group  Diabetes  Program.  Diabetes 
19:  Supp.  2,  747-830,  November  2,  1970. 

6.  Domagk,  G.  Ein  Beitrag-  zur  Chemotherapie  der 
bakteriellen  infektion.  Dtsch.  Med.  Wschr.  61:250, 
1935. 

7.  Pharmacokinetics  And  Mode  of  Action  of  Oral  Hy- 
poglycemic Agents.  Ill  Capri  Conference,  A.  Louba- 
tieres and  A.E.  Renold  Eds.  1969. 

8.  Herrold,  J.N.,  Tzagournis,  M.,  Skillman,  T.G. 
Acute  and  chronic  studies  using  a new  oral  hypo- 
glycemic agent,  glyburide.  Metabolism  20:414-21, 
1971. 

9.  Chu,  P.C.,  Conway,  M.J.,  Krouse,  H.A.  and  Good- 
ner,  C.N.:  The  pattern  of  response  of  plasma  in- 
sulin and  glucose  to  meals  and  fasting  during 
chlorpropamide  therapy.  Ann.  Int.  Med.  68:757-769, 
April,  1965. 

10.  Hollobaugh,  S.L.,  Bhaskar,  M.B.,  and  Kruger,  F.A.: 
Studies  on  the  site  and  mechanism  of  action  of 
phenformin.  Diabetes  19:45,  1970. 

11.  Butterfield,  W.J.H.:  The  effect  of  phenformin  on 
peripheral  glucose  utilization  in  obesity  and  dia- 
betes mellitus.  Ann  N.Y.  Acad  Science  148:724, 
1968. 


FIRST  BIENNIAL  PLAINS  STATES 
RABIES  CONFERENCE 

The  first  biennial  plains  states  rabies  con- 
ference sponsored  by  the  Nebraska  State  De- 
partment of  Health  in  cooperation  with  the 
University  of  Nebraska  Center  for  Continu- 
ing Education  will  be  held  at  the  Center  for 
Continuing  Education,  33rd  & Holdrege 
Streets,  University  of  Nebraska,  Lincoln,  on 
May  31  and  June  1.  The  registration  fee  will 
be  $18. 

Further  information  may  be  obtained  from 
Lester  Reid,  Nebraska  Center  for  Continuing 
Education,  33rd  & Holdrege,  Lincoln,  Nebras- 
ka 68503. 
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IMMUNOGLOBULIN  E AND  ATOPIC  DISEASES 

Gerald  J.  Gleich,  M.D. 
and 

John  W.  Yunginger,  M.D.* 


In  the  past  few  years  a great  deal  of  new  in- 
formation has  been  discovered  about  one  of  the 
actors  in  the  allergic  drama,  namely  the  anti- 
body which  is  classically  associated  with  al- 
lergic reactions.  In  this  review,  we  will  1)  dis- 
cuss the  evidence  for  a special  class  of  antibody 
protein  or  immunoglobulin  which  mediates 
wheal  and  flare  skin  tests,  2)  describe  how 
this  immunoglobulin  is  measured,  3)  present 
information  about  the  levels  of  this  immuno- 
globulin in  certain  diseases,  especially  those  as- 
sociated with  allergy,  such  as  asthma,  rhinitis, 
and  atopic  dermatitis,  and  finally  4)  describe 
how  antibodies  of  this  class  are  measured. 

The  existence  of  a wheal  and  flare  cutaneous 
reaction  following  an  injection  of  certain 
naturally  occurring  materials  such  as  pollens, 
has  been  known  since  at  least  the  last  century. 
In  1921,  Prausnitz  and  Kustner  showed  that 
wheal  and  flare  activity  could  be  passively 
transferred  from  an  allergic  person  to  a normal 
individual  by  the  serum  of  the  allergic  indi- 
vidual ( 1 ) . This  test,  subsequently  called  the 
P-K  test  after  its  originators,  served  as  one  of 
the  major  investigative  aids  in  the  field  of  al- 
lergy. However,  the  activity  producing  the 
wheal  and  flare  reaction  was  peculiar  in  that  it 
was  not  associated  with  precipitins  or  comple- 
ment fixing  antibodies  and  indeed  its  very  exis- 
tence as  an  antibody  was  in  doubt.  Indeed  the 

From  the  Departments  of  Medicine  and  Pediatrics,  The 
Allergic  Diseases  Research  Laboratory,  Mayo  Gradu- 
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^Present  Address:  Department  of  Pediatrics,  Geisinger 
Medical  Center,  Danville,  Pennsylvania  17821 


term  reagin  was  applied  to  this  activity  to  dif- 
ferentiate it  from  typical  antibodies.  Over  the 
years,  and  as  a result  of  the  studies  of  many 
investigators,  it  was  found  that  antibody  ac- 
tivity was  a property  of  more  than  one  type  of 
serum  protein.  Antibody  activity  was  asso- 
ciated with  proteins  of  high  and  low  molecular 
weight,  subsequently  called  IgM  and  IgG,  re- 
spectively. In  addition,  antibody  activity  was 
associated  with  another  protein,  called  IgA, 
having  an  electrophoretic  mobility  somewhat 
faster  than  IgG,  but  a molecular  weight  about 
the  same  as  IgG.  By  the  early  1960’s,  the  exis- 
tence of  these  three  types  of  antibody  proteins 
had  been  firmly  established.  An  obvious  ques- 
tion was  to  determine  which  of  these  types  of 
immunoglobulins  was  associated  with  PK  ac- 
tivity (2).  Early  studies  suggested  that  PK  ac- 
tivity was  associated  with  IgM,  but  subsequent 
investigations  did  not  bear  this  out.  Also,  the 
IgG  globulin  did  not  appear  to  be  a likely  can- 
didate because  preparations  of  IgG  did  not 
necessarily  contain  PK  activity.  During  the 
early  1960’s,  attention  was  drawn  toward  the 
possibility  that  IgA  might  be  associated  with 
reaginic  activity.  Experiments  conducted  in 
several  laboratories  showed  that  PK  activity 
could  be  blocked  by  pre-treatment  of  the  skin 
site  with  purified  IgA,  and  also  that  PK  activi- 
ty could  be  removed  from  fractions  rich  in  this 
activity  by  addition  of  antiserum  to  IgA.  By 
1963,  the  hypothesis  that  IgA  was  the  immuno- 
globulin associated  with  skin  sensitizing  or  re- 
aginic activity  was  firmly  established,  and  sev- 
eral papers  were  published  presenting  addition- 
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al  evidence  in  support  of  this  hypothesis.  Two 
observations,  however,  cast  doubt  upon  the 
IgA  hypothesis:  1)  PK  activity  was  found  in 
sera  in  which  no  detectable  IgA  was  present, 
and  2)  in  one  study,  purified  IgA  antibodies 
were  not  associated  with  PK  activity.  These 
findings  stimulated  further  investigations  and 
Ishizaka  and  his  collaborators  in  a series  of 
penetrating  investigations,  presented  evidence 
for  the  existence  of  a new  class  of  immuno- 
globulins (3).  Their  conclusions  were  based  on 
the  observations  that  skin  sensitizing  antibody 
activity  could  not  be  removed  from  serum  by 
antisera  to  any  of  the  known  immunoglobulin 
classes,  including  IgG,  IgA,  IgM,  and  IgD. 
They  also  demonstrated  that  antiserum  could 
be  produced  to  fractions  rich  in  skin  sensitizing 
antibody  activity  and  that  this  antiserum  could 
neutralize  PK  activity.  Moreover,  the  anti- 
serum was  used  to  recognize  a new  serum  pro- 
tein which  they  termed  immunoglobulin  E 
(IgE).  Independently,  and  at  approximately 
the  same  time,  Johansson  and  Bennich  and 
their  collaborators  in  Uppsala,  Sweden,  were 
investigating  a myeloma  protein  which  could 
not  be  identified  as  belonging  to  any  of  the 
then  known  classes  of  immunoglobulins  (4). 
They  produced  antiserum  against  this  myeloma 
protein  and  showed  that  its  levels  in  normal 
serums  were  very  low,  and  that  elevated  levels 
were  present  in  allergic  diseases.  Finally  they 
showed  that  it  would  block  the  PK  activity. 
Subsequently,  antiserums  were  exchanged  be- 
tween the  investigators  at  Uppsala,  and  Ishi- 
zaka in  this  country,  and  it  was  found  that 
both  investigators  were  examining  the  same 
protein.  In  a World  Health  Organization  bul- 
letin it  was  agreed  that  this  protein  should  be 
termed  IgE. 

It  soon  became  evident  that  IgE  was  present 
in  serum  in  very  low  concentrations.  Neither 
Ishizaka  or  Johansson  was  able  to  detect  IgE 
in  normal  serum  by  the  classical  methods  used 
at  the  time,  such  as  immunoelectrophoresis 
or  other  forms  of  immunodiffusion.  It  was 
also  not  possible  to  measure  the  concentration 
of  IgE  by  radialimmunodiffusion  as  was  done 
in  the  case  of  the  major  immunoglobulins,  IgG, 
IgA,  and  IgM.  Johansson  first  showed  that  the 
concentrations  of  IgE  in  human  serum  were 
very  low  and  that  it  required  a radioimmuno- 
assay to  detect  these  concentrations  (4).  In 
Figure  1,  the  principle  of  the  radioimmuno- 
assay used  for  detection  of  IgE  is  shown.  All 
radioimmunoassays  depend  upon  competition 
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Figure  1 

Competition  for  Antibody  Binding  Sites  Between 
Labeled  (underlined)  and  Unlabeled  Antigen. 


between  a limiting  amount  of  antibody  and  the 
antigen  in  question.  Because  antibody  is  limit- 
ing and  there  is  an  excess  of  antigen,  it  is  pos- 
sible to  set  up  a competition  for  the  antibody 
combining  sites  between  a portion  of  the  anti- 
gen which  is  labeled  with  a radioactive  isotope 
and  unlabeled  antigen  present  in  either  stan- 
dards or  fluids  to  be  measured.  In  Figure  1, 
this  principle  is  shown  diagrammatically  by 
the  competition  for  specific  antibodies  by 
labeled  antigen  and  unlabeled  antigen.  De- 
pending upon  which  of  these  is  present  in  ex- 
cess, there  will  be  varying  quantities  of  radio- 
activity associated  with  the  resulting  antigen- 
antibody  complexes.  If  the  radiolabeled  anti- 
gen is  present  in  excess,  then  the  complexes 
will  contain  the  radiolabeled  antigen,  whereas, 
if  the  unlabeled  antigen  is  in  excess  then  the 
complexes  will  contain  little  if  any  radiolabeled 
antigen.  In  Figure  2,  this  principle  is  shown 
diagrammatically.  The  antibody  molecules 
with  their  L-chains  and  their  H-chains  linked 
by  disulfide  bonds  are  on  the  top  of  the  figure 
and  the  labeled  antigen  and  the  unlabeled  an- 
tigen are  on  the  bottom  of  the  figure.  The 
number  of  dots,  in  any  one  section  of  the  figure, 
indicates  the  relative  numbers  of  molecules  of 
that  particular  type  competing  for  the  anti- 
body combining  sites.  On  the  left  in  Figure  2, 
the  result  when  there  is  an  excess  of  labeled 
antigen,  such  that  all  of  the  combining  sites 
are  reacted  with  labeled  antigen  but  only  half 
of  the  labeled  antigen  is  able  to  actually  find 
a combining  site  is  shown.  This  would  repre- 
sent the  situation  in  the  radioimmunoassay 
when  no  unlabeled  antigen  is  present.  As  un- 
labeled antigen  is  added  as  shown  in  the  mid- 
dle of  Figure  2,  the  competition  for  antibody 
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combining  sites  becomes  evident  by  the  forma- 
tion of  antibody  sites  containing  unlabelecl 
antigen.  The  resulting  complexes  contain  less 
radioactivity  than  those  to  the  far  left  in  the 
figure.  Finally,  as  shown  in  right  hand  section 
of  Figure  2,  in  the  presence  of  a large  excess 
of  unlabeled  antigen,  the  complexes  formed 
contain  only  unlabeled  antigen.  To  perform 
the  radioimmunoassay  it  is,  of  course,  neces- 
sary to  have  a source  of  antibody,  and  also  to 
have  purified  antigen.  In  our  studies,  purified 
immunoglobulin  E was  obtained  from  mye- 
loma serum,  which  in  turn  was  obtained  from 
a patient  in  New  Hampshire  (PS),  the  second 
known  case  of  IgE  myeloma  (5).  Finally,  a 
double  antibody  radioimmunoassay  was  per- 
formed to  measure  IgE  in  normal  serums.  In 
Figure  3,  a typical  radioimmunoassay  curve  for 
the  detection  of  IgE  is  shown.  On  the  vertical 
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Figure  2 

Diagrammatic  Representation  of  Competitive  Binding- 
in  the  Radioimmunoassay. 


Figure  3 

IgE  Radioimmunoassay.  Reproduced  with  the  permis- 
sion of  the  C.  V.  Mosby  Company  from  J.  Lab.  Clin. 
Med.  77:690,  1971. 


axis  the  percent  of  131I-IgE  in  the  precipitate 
is  plotted  whereas,  on  the  horizontal  axis  the 
quantity  of  unlabeled  IgE  in  nanograms  added 
to  the  mixture  is  plotted.  In  the  absence  of 
any  unlabeled  IgE,  approximately  70  percent 
of  the  radioiodinated  IgE  is  bound  to  the  anti- 
body in  the  immunoassay  mixture.  As  non- 
radioactive IgE  is  added,  radiolabeled  IgE  is 
displaced  from  the  antibody  combining  sites, 
and  less  radioactivity  is  detected  in  the  result- 
ing precipitate.  The  quantity  of  IgE  present  in 
an  unknown  sample  is  measured  by  determin- 
ing the  degree  of  inhibition  produced  by  the 
unknown  sample  and  comparing  that  to  the 
amount  of  IgE  in  a known  standard  producing 
the  same  amount  of  inhibition. 


IgE, 

ng/ml 

Mean 

179 

Median 

80 

Range 

1-2,670 

94%  range 

6-780 

95%  upper  limit 

540 

Table  1.  Serum  IgE  in  96  Normal  Subjects 

Using  this  immunoassay,  we  analyzed  the 
serum  in  IgE  in  96  normal  subjects,  and  as 
shown  in  Table  1 the  mean  was  179  nanograms 
per  ml.  with  a median  of  80  and  a range  of  1 
to  2,670  (5).  The  94  percent  range  was  6 to 
780  nanograms  per  ml.,  whereas,  the  95  per- 
cent upper  limit,  that  is,  that  value  below 
which  95  percent  of  normal  people  fall  is  540 
nanograms  per  ml.  All  of  the  individuals  in 
this  study  were  healthy,  and  were  free  of  al- 
lergic or  other  diseases.  The  large  range  of 
IgE  concentrations  is  remarkable  as  is  the  94 
percentile  range,  and  it  seems  likely  that 
among  the  human  immunoglobulins,  IgE  is  the 
most  variable  in  its  concentration.  It  is  also  of 
interest  that  the  three  individuals  with  the 
lowest  concentrations  of  IgE,  that  is  1,  3,  and  5 
nanograms  per  ml.,  were  all  healthy  individuals 
with  no  evidence  of  respiratory  disease.  This 
finding  seems  to  argue  against  a role  for  IgE 
as  a critical  mediator  of  host  resistance  at  least 
for  the  lung.  In  Figure  4,  the  concentration  of 
IgE  in  allergic  and  normal  individuals  is  plot- 
ted. Here  percentage  frequency  on  the  vertical 
axis  and  the  concentration  of  IgE  on  the  hori- 
zontal axis  are  plotted  as  the  log  to  the  base  10. 
Thus,  the  number  one  refers  to  a concentration 
of  10  nanograms  per  ml.,  two  to  a concentra- 
tion of  100  nanograms  per  ml.,  three  to  a con- 
centration of  1000  nanograms  per  ml.  and  so 
forth.  The  graph  illustrates  the  marked  dif- 
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ference  between  the  distribution  of  IgE  in 
normal  and  allergic  subjects,  and  this  differ- 
ence is  statistically  highly  significant.  On  the 
other  hand,  hyposensitization  treatments  ap- 
peared to  have  little  influence  on  the  concen- 
tration of  IgE  in  this  study  in  that  the  distri- 
bution curve  of  the  allergic  individuals  not 
treated  by  hyposensitization  and  those  treated 
by  hyposensitization  were  virtually  superim- 
posable. 


Figure  4 

Cumulative  Frequency  Distributions  of  IgE  in  Normal 
Subjects  and  Allergic  Patients.  Reproduced  with  the 
permission  of  the  C.  V.  Mosby  Company  from  J.  Lab. 
Clin.  Med.  77:690,  1971. 


Asthma 

Rhinitis 

Idiopathic* 

Allergic 

Idiopathic* 

Allergic 

No.  of 
patients 

75 

30 

37 

48 

IgE  range, 
ng/ml 

8->l,489 

40->l,489 

11->1,489 

25->l,489 

No.  and  (7.) 
>540 

16  (21) 

23  (76) 

4 (10) 

30  (62) 

*No  obvious  allergic  etiology  and  minimal  or  non- 
reactive skin  tests 

Table  2.  Serum  IgE  in  Asthma  and  Rhinitis.  Repro- 
duced with  the  permission  of  the  C.  V.  Mosby  Company 
from  the  J.  Allergy  Clin.  Immunol.  48:361,  1971. 

In  Table  2,  the  concentrations  of  serum  IgE 
in  asthma  and  rhinitis  are  shown  (6).  These 
results  were  part  of  a study  in  the  summer  of 
1970,  in  which  IgE  was  measured  in  sera  from 
340  patients  in  an  allergy  practice  and  then 
retrospectively  matched  to  the  patient’s  diag- 
nosis. The  term  “idiopathic”  is  used  here  to 


denote  the  absence  of  any  obvious  allergic 
etiology  and  minimally  reactive  or  non-reactive 
skin  tests,  the  term  being  applied  to  both  asth- 
ma and  rhinitis.  Inspection  of  the  results  in- 
dicates that  76  percent  of  the  patients  with  al- 
lergic asthma  had  an  elevation  of  IgE,  whereas, 
only  21  percent  of  the  patients  with  idiopathic 
asthma  had  an  elevation  of  IgE.  This  finding 
confirms  that  originally  published  by  Johann- 
son  showing  a difference  in  the  concentration 
of  IgE  in  asthma  due  to  allergic  causes  and 
that  not  associated  with  allergic  causes  (7). 
However,  the  finding  of  an  IgE  elevation  in  21 
percent  of  the  patients  with  idiopathic  asthma, 
a result  significant  at  the  5 percent  level,  is 
difficult  to  explain.  It  remains  to  be  deter- 
mined whether  these  are  individuals  who  have 
a propensity  to  form  IgE  antibodies  and  who 
by  chance  develop  asthma  unrelated  to  this 
tendency,  or  whether  these  individuals  are  re- 
acting to  allergens  as  yet  undetected  and  are 
actually  instances  of  allergic  asthma.  Among 
the  patients  with  rhinitis  the  results  were  clear 
cut,  in  that  62  percent  of  the  allergic  indi- 
viduals have  an  elevation  of  their  IgE  levels, 
whereas,  only  10  percent  of  those  with  idio- 
pathic rhinitis  had  an  elevation  of  their  IgE. 
The  finding  of  10  percent  of  patients  with  an 
elevation  of  IgE  does  not  differ  from  that  ex- 
pected by  chance. 

In  Table  3,  the  serum  IgE  values  in  patients 
with  allergic  reactions  to  various  materials  are 
shown  (6).  It  is  of  interest  that  serum  IgE 
was  normal  in  5 of  6 patients  with  aspirin  in- 
tolerance, a phenomena  often  associated  with 
idiopathic  asthma.  However,  of  even  greater 
interest  was  the  finding  that  in  only  31  per- 
cent of  individuals  with  reactions  to  stinging 
insects  was  the  IgE  level  elevated,  and  in  6 of 
these  9 individuals,  fall  hay  fever  was  present. 
This  is  a result  quite  different  from  that  en- 
countered in  patients  with  respiratory  allergy 
and  suggests  that  these  individuals  do  not  have  i 
the  same  propensity  to  synthesize  IgE  as  do 
individuals  with  respiratory  disease. 


Reaction  to: 

Stinging 

insect 

Food 

Cold, 

ice-test  pos . 

Aspirin 

No.  of 
patients 

29 

4 

3 

6 

IgE  range, 
ng/ml 

U->1,489 

33->l,489 

341-1,298 

75-693 

No.  and  (7.) 
>540 

9*  (31) 

2 (50) 

2 (66) 

1 (16) 

*Fall  hay  fever  in  6 


Table  3.  Serum  IgE  in  Various  Reactions. 
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In  Figure  5,  the  results  of  tests  for  IgE  in 
atopic  dermatitis  are  shown  (8).  IgE  levels 
listed  on  the  vertical  axis  as  serum  units  of 
IgE  are  contrasted  in  patients  with  atopic 
dermatitis  and  in  controls  consisting  of  pa- 
tients with  psoriasis  or  normal  individuals.  It 
is  evident  that  in  patients  with  atopic  derma- 
titis IgE  is  elevated  and  also  that  the  level  of 
IgE  roughly  parallels  the  severity  of  the  der- 
matitis. This  finding,  which  requires  further 
confirmation,  is  potentially  of  great  importance 
in  that  it  suggests  that  the  level  of  IgE  is  di- 
rectly related  to  the  severity  of  atopic  derma- 
titis. Because  the  pathogenesis  of  atopic  der- 
matitis is  not  understood,  this  finding  could  be 
of  aid  in  understanding  this  disease  and  in  de- 
vising effective  therapies. 


Figure  5 

Levels  of  Serum  IgE  in  Patients  with  Atopic  Derma- 
titis and  Two  Control  Groups.  Cross  bars  indicate 
geometric  means  and  standard  deviations.  Note  that 
half  of  patients  with  moderate  dermatitis  and  all  pa- 
tients with  severe  dermatitis  had  serum  IgE  levels 
clearly  above  normal. 

IgE  is  also  increased  in  a variety  of  para- 
sitic infections  including  Ascarisis,  bilharizia- 
sis,  hookworm,  and  Echinococcus  infestations 
(4). 

Finally,  it  is  of  interest  to  discuss  the  prob- 
lem of  how  IgE  antibodies  may  be  measured. 
The  problems  involved  in  measurement  of 
IgE  have  already  been  discussed.  The  problem 


of  measuring  antibodies  of  the  IgE  class  is 
even  more  difficult  in  that  (1)  the  protein  is 
present  in  minute  concentrations  and  (2)  the 
antibody  activity  in  question  may  also  be  asso- 
ciated with  immunoglobulins  of  the  other  class- 
es. The  principle  utilized  to  detect  IgE  anti- 
bodies is  the  same  as  that  in  the  Coomb’s  test 
and  in  Figure  6 a diagrammatic  representation 
of  the  Coomb’s  test  is  shown.  On  the  top  of 
the  slide  the  result  of  the  Coomb’s  test  in  the 
presence  of  antibody  to  the  antigens  on  the  ery- 
throcytes is  shown  and  on  the  bottom  the  re- 
sults when  normal  serum  is  added  to  the  cells 
is  shown.  In  the  presence  of  antibody,  the  sites 
on  the  erythrocytes  are  covered  with  antibody, 
and  when  the  anti-immunoglobulin  is  added, 
agglutination  occurs.  In  the  absence  of  anti- 
body, the  cell  is  not  coated  and  when  the  anti- 
immunoglobulin is  added,  there  is  no  agglutina- 
tion. Thus,  the  reaction  consists  of  two  steps: 
1)  in  which  the  antibody  reacts  with  antigen 
on  the  surface  of  the  red  blood  cell  and  2)  after 
washing,  the  anti-immunoglobulin  reacts  with 
the  antibody  on  the  surface  of  the  cell.  Wide, 
Bennich,  and  Johansson  have  described  a test, 
which  they  term  the  radioallergosorbent  test, 
based  on  the  Coomb’s  principle  and  the  essen- 
tials of  this  test  are  shown  in  Figure  7 (9).  In 
this  procedure,  allergens  are  coupled  to  solid 
polymers,  such  as  cellulose  particles,  by  a 
chemical  procedure  which  firmly  bind  the  al- 
lergen to  the  particle.  The  solid  phase  coupled 
allergen  is  reacted  with  the  reaginic  antibodies 
of  the  IgE  class,  which  then  complex  with  the 
allergen  on  the  surface  of  the  particle.  This 
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Antiglobulin  Test  for  the  Detection  of  Incomplete  Anti- 
bodies. 
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portion  of  the  reaction  is  analogous  to  the  first 
step  in  the  Coomb’s  test.  After  washing,  the 
solid  phase  particles  are  then  exposed  to  radio- 
labelled  antibody  to  IgE  which  in  turn  reacts 
with  the  IgE  molecules  on  the  particle, and  after 
washing  the  radioactivity  can  be  measured  in  a 
gamma  scintillation  counter.  This  step  of  the 
radioallergosorbent  test  is  analogous  to  the  sec- 
ond step  in  the  Coomb’s  test.  It  is  possible  to 
show  that  the  radioallergosorbent  test  can  be 
made  specific  both  for  allergens  on  the  surface 
of  the  polymers  and  for  the  IgE  globulin,  and 
in  studies  in  our  laboratory  we  have  verified 
the  specificities  in  both  of  these  steps.  Wide 
and  Johansson  and  their  collaborators  have 
presented  evidence  that  the  radioallergosorbent 
test  (RAST)  correlates  well  with  provocation 
tests,  and  therefore,  it  can  be  used  as  an  in 
vitro  test  for  the  detection  of  allergic  subjects. 
In  Table  4,  the  results  of  a study  in  our  lab- 
oratory early  in  1971  are  shown.  Under  allergy 
is  indicated  whether  subjects  were  allergic  to 
grass  or  ragweed  as  judged  by  usual  clinical 
criteria,  and  under  skin  test  is  indicated  the 
results  of  skin  test  with  timothy  pollen  ex- 
tracts and  ragweed  pollen  extracts.  Finally, 
under  the  RAST  is  indicated  the  results  in 
terms  of  counts  per  minute  of  anti-IgE  bound 
to  the  polymers  containing  the  timothy  antigen 
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Figure  7 

Measurement  of  IgE  Antibodies  by  the  Radioallergo- 
sorbent  Test. 


and  other  polymers  containing  ragweed  anti- 
gen. The  last  row  of  results  on  the  table  are 
those  obtained  with  normal  serum  which  then 
serves  as  a control  for  the  results  in  the  al- 
lergic subjects.  Serum  from  individuals  with 
strongly  positive  skin  tests  to  grass  pollen 
showed  marked  binding  of  radioactivity  to  the 
polymer  (between  3 and  6 times  greater  than 
the  binding  of  the  non-allergic  control).  In- 
deed, all  of  these  3 subjects  were  considered  al- 
lergic by  the  physician  handling  their  cases, 
and  in  this  particular  study  the  RAST  seemed 
to  correlate  quite  well  with  the  clinical  judg- 
ment. On  the  right  side  of  the  table  under 
RAST  is  listed  the  results  with  ragweed.  Here 
again  the  individuals  with  allergy  are  between 
2 to  8 times  the  control  value,  and  in  those  indi- 
viduals with  positive  skin  tests  and  a diagnosis 
of  ragweed  sensitivity  the  results  correlated 
well  with  the  clinical  impression.  The  applica- 
tion of  the  RAST  test  to  clinical  allergy  is  still 
being  evaluated  and  its  place  in  allergy  prac- 
tice remains  to  be  finally  established.  How 
valuable  the  RAST  will  be  in  the  diagnosis  of 
allergy  by  serving  as  an  in  vitro  quantitative 
measure  of  sensitivity  remains  to  be  deter- 
mined. In  various  studies,  the  results  have 
ranged  from  as  high  as  100  percent  correlation 
with  provocation  tests  to  as  low  as  34  percent 
(10).  It  would  seem,  however,  that  the  test 
is  sufficiently  promising  to  warrant  further  in- 
vestigation, and  such  studies  are  in  progress 
in  various  centers. 

The  RAST  may  be  useful  in  another  situa- 
tion, i.e.  in  the  standardization  of  allergic  ex- 
tracts. The  potency  of  such  extracts  can  be 
measured  by  their  ability  to  inhibit  the  reac- 
tion in  the  first  step  between  the  allergen 
coupled  to  the  polymer  and  the  IgE  antibody 
reacting  with  the  coupled  allergen  (11).  If  one 
adds  an  active  extract  in  this  first  step,  this 
reaction  should  be  inhibited  in  the  presence  of 
the  soluble  antigen  in  the  fluid  phase  of  the 
reaction.  Thus,  the  RAST  may  aid  in  the  stan- 
dardization of  allergy  extracts. 


Skin  Test  RAST  (cpm) 


Allergy 

Timothy 

Ragweed 

Timothy 

Ragweed 

Grass 

3+ 

1 + 

1050 

378 

Grass 

4+ 

— 

2009 

288 

Ragweed 

— 

4+ 

379 

1932 

Ragweed 

— 

4+ 

242 

890 

G + RW 

4+ 

3+ 

1632 

642 

None 

— 

0 

295 

249 

Table  4.  IgE  Antibodies  in  Allergic 
Relationship  to  Skin  Tests. 

Patients 

and  Their 

The  discovery  of  IgE  as  a separate  immuno- 
globulin class  and  the  subsequent  finding  of 
IgE  myelomas,  have  made  available  to  investi- 
gators in  the  area  of  allergic  diseases  valuable 
tools  for  research  into  these  diseases,  as  well 
as,  making  available  to  them  methods  useful 
in  improving  the  present  practice.  It  seems 
likely  that  the  measurement  of  immunoglobulin 
E will  be  of  value  in  the  differential  diagnosis 
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of  the  syndromes  associated  with  wheezing, 
and  probably  also  in  the  differential  diagnosis 
of  dermatoses.  The  value  of  the  radioallergo- 
sorbent  test  in  practice  remains  to  be  deter- 
mined, but  it  too  shows  great  promise.  These 
quantitative  immunochemical  techniques 
should  prove  a helpful  antidote  to  the  aura  of 
mysticism  which  has  often  shrouded  allergy 
in  the  past,  and  in  the  future  should  aid  in 
both  diagnosis  and  in  treatment  of  allergic 
diseases. 
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THE  UNDESIRABILITY  OF  POST-CHOLEDOCHOTOMY 
CHOLANGIOGRAPHY  AS  AN  INITIAL 
OPERATIVE  DIAGNOSTIC  PROCEDURE 

Martin  Frank  Petereit,  M.D.* 


The  value  of  operative  cholangiography  is 
well  established. 1>4-G-7  However,  the  problems 
encountered  when  contrast  medium  (dye)  is 
injected  into  the  biliary  tree,  following  instru- 
mentation of  the  ducts,  have  received  less  at- 
tention in  the  literature.  Our  frustration  in 
trying  to  interpret  these  examinations  during 
the  operative  procedure,  prompted  this  study. 

From  9/4/67  to  10/15/71,  234  operative 
cholangiograms  were  performed  at  McKennan 
Hospital.  Of  these,  21  were  excluded,  as  they 
were  unsatisfactory  for  various  technical  rea- 
sons. Therefore,  the  critical  evaluation  of  213 
operative  cholangiograms  is  the  basis  for  this 
study.  Of  these,  51  were  performed  via  a T- 
tube,  151  via  the  cystic  duct  (CD),  and  11  via 
the  gallbladder  (GB). 

Instrumentation  of  the  ducts  always  pre- 
ceded a T-tube  study.  Ten  different  surgeons 
conducted  the  examinations.  Usually,  10  to  20 
ml  of  50%  sodium  diatrizoate  (Hypaque  50, 
Winthrop)  was  used,  with  the  injection  pres- 
sure varying  with  the  surgeon. 

In  Table  1,  the  quality  of  the  study  was  cor- 
related with  the  type  of  examination  per- 
formed. A study  was  labeled  as  follows: 

Good — if  the  biliary  tree  was  well  demon- 
strated, the  distal  ducts  clear  of  the  spine,  and 
dye  easily  entered  the  duodenum. 

*Radiologist,  Medical  X-Ray  Center,  Mc-Kennan  Hos- 
pital, and  Royal  C.  Johnson  Veterans  Memorial  Hos- 
pital, Sioux  Falls,  S.  D. 

Medical  X-Ray  Center 
1417  South  Minnesota  Ave. 

Sioux  Falls,  S.  D.  57105 


Intermediate — implied  that  the  visualization  of 
the  ducts  was  not  ideal  and  there  was  some 
overlapping  of  the  ducts  over  the  spine. 

Unsatisfactory — if  there  was  no  flow  of  dye 
into  the  duodenum  plus  other  factors  such  as 
incomplete  filling  of  the  ducts,  more  over- 
lapping of  the  spine,  etc. 


Table  1. — Quality  Of  Study 


Operative 

Cholangiogram 

Good 

Intermediate 

Unsatis- 

factory 

Via  T-tube 

10 

(19.6%) 

19 

(37.2%) 

99 

(43.1%) 

Via  Cystic  Duct 

95 

(62.9%) 

41 

(27.1%) 

15 

(9.9%) 

Via  Gallbladder 

3 

(27.2%) 

4 

(36.3%) 

4 

(36.3%) 

Comment:  The  highest  percentage  of  good 
studies  was  obtained  via  the  CD.  The  highest 
percentage  of  poor  studies  was  obtained  via  the 
T-tube.  The  results  via  the  GB  were  not  im- 
pressive, mostly  because,  the  hepatic  ducts 
often  did  not  fill  out  well. 

In  Table  2,  the  presence  or  absence  of  path- 
ology was  correlated  with  the  type  of  study 
performed.  A study  was  labeled: 

Normal — if  the  biliary  tree  was  clearly  dem- 
onstrated, the  ducts  normal  in  size  and  without 
filling  defects,  and  if  there  was  free  flow  into 
the  duodenum.  Also,  the  ducts  showed  no  areas 
of  irregularity,  narrowing,  or  displacement. 

Abnormal — most  of  these  had  dilated  ducts 
and  a lesser  number  had  filling  defects.  In  this 
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group,  the  biliary  tree  was  fairly  well  visual- 
ized and  there  was  free  flow  into  the  duo- 
denum. 

Uncertain — if  no  dye  entered  the  duodenum, 
plus  other  factors  as  borderline  visualization  of 
the  ducts,  etc. 


Table  2. — Pathology  Demonstrated 


Operative 

Cholangiogram 

Normal 

Abnormal 

Uncertain 

Via  T-tube 

8 (15.6%) 

23  (45.1%) 

20 

(39.2%) 

Via  Cystic 
Duct 

99  (65.5%) 

27  (17.8%) 

25 

(16.5%) 

Via  Gallbladder 

3 (27.2%) 

3 (27.2%) 

5 

(45.4% ) 

Comment:  The  certainty  of  a normal  study 
was  greatest  via  the  CD.  The  largest  number 
of  uncertain  studies  were  via  the  T-tube  (most 
as  a result  of  sphincter  spasm)  and  GB  (incom- 
plete filling  of  hepatic  ducts).  Most  of  the  ab- 
normal group  had  dilated  ducts,  secondary  to 
distal  spasm  and/or  pressure  of  injection,  as 
many  of  these  were  subsequently  normal  in 
the  x-ray  department. 

In  Table  3,  the  apperance  of  contrast  medi- 
um in  the  duodenum  was  correlated  with  the 
type  of  study  performed  as  follows: 

Immediate — if  dye  was  in  the  duodenum  on  the 
first  film. 

Delayed — if  dye  was  in  the  duodenum  after  the 
first  film. 

None — if  no  dye  entered  the  duodenum.  Some 
of  this  group  had  as  many  as  6 injections. 


Table  3. — Appearance  of  Contrast 
Medium  In  Duodenum 


Operative 

Cholangiogram 

Immediate 

Delayed 

None 

Via  T-tube 

20 

(39.2%) 

15* 

(29.4%) 

16** 

(31.3%) 

Via  Cystic  Duct 

134 

(88.7%) 

8*** 

(5.3%) 

(5.9%) 

Via  Gallbladder 

7 

(63.6%) 

1 

(9.1%) 

3***** 

(27.2%) 

*Only  one  of  these  had  a distal  common  bile  duct 
(CBD)  stone. 

**Four  of  these  had  a distal  CBD  stone;  one  had  a 
CBD  stone  removed  prior  to  the  study. 

***Three  of  these  had  stone(s)  in  the  distal  CBD. 

****Seven  of  the  nine  had  stone(s)  in  the  distal  CBD 
or  common  duct;  one  had  carcinoma  of  the  head 
of  the  pancreas.  The  other  had  small  stones  in 
the  GB  and  might  have  passed  one. 

*****TW0  had  carcinoma  of  the  head  of  the  pancreas; 
the  other  had  carcinoma  of  the  stomach  with 
metastasis. 

Comment:  The  highest  percentage  with  im- 
mediate or  free  flow  into  the  duodenum  were 
via  the  CD.  Eight  had  delayed  flow ; three  of 
these  had  stone  (s)  in  the  distal  CBD.  No  dye 
entered  the  duodenum  in  nine  cases ; seven  of 
these  had  distal  stone(s),  one  had  carcinoma 


of  the  head  of  the  pancreas,  and  the  last  had 
tiny  GB  stones  with  a history  strongly  suggest- 
ing recent  passage  of  a CBD  stone. 

The  highest  percentage  with  no  flow  of  dye 
into  the  duodenum  were  via  the  T-tube;  only 
four  of  these  had  obstructing  distal  CBD 
stones.  Fifteen  had  delayed  flow;  only  one  of 
these  had  a distal  stone. 

Most  via  the  GB  had  free  flow  into  the 
duodenum ; those  with  none,  had  obstructing 
distal  carcinomas. 

Several  cases  are  briefly  presented  to  illus- 
trate some  of  the  problems  encountered.  The 
term  “liver  function  tests”  in  these  cases  in- 
cludes bilirubin  (direct  and  indirect),  alkaline 
phosphatase,  SGOT,  prothrombin  time,  and 
partial  thromboplastin  time  values.  The  term 
“instrumentation”  includes  the  use  of  probes, 
scoops,  dilators,  stone  forceps,  and  irrigation. 

Case  1. — E.  S.,  a 54-year-old  male,  had  a typi- 
cal history  of  GB  disease  and  jaundice.  A plain 
film  of  the  abdomen  showed  calcifications  in 
the  right  upper  quadrant  (RUQ).  An  oral 


Case  1 Fig.  1 


Operative  T-tube  cholangiogram.  There  is  considerable 
dilatation  of  the  hepatic  ducts.  No  contrast  medium 
entered  the  duodenum  on  five  separate  injections. 
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cholecystogram  was  not  done.  Liver  function 
tests  were  markedly  elevated. 

At  operation,  the  CBD  was  opened  and  sev- 
eral stones  appeared.  With  instrumentation, 
more  stones  were  removed.  Bakes  dilators,  up 
to  number  6,  passed  into  the  duodenum.  The 
GB  was  removed.  A T-tube  was  put  into  place. 
No  dye  entered  the  duodenum.  Five  attempts 
were  made  (Fig.  1).  We  felt  that  this  was  due 
to  spasm  of  the  sphincter  of  Oddi.  A study  per- 
formed in  the  x-ray  department  12  days  later, 
was  normal  (Fig.  2).  Recovery  was  uneventful. 


Case  1 Fig.  2 

T-tube  cholangiogram  in  x-ray  department  12  days 
later.  Contrast  medium  rapidly  entered  the  duodenum 
and  the  ducts  were  normal  in  size. 

Comment:  Even  though  CBD  stones  were 
obvious,  a prior  CD  dye  study  would  have  been 
helpful  in  ascertaining  the  length  of  the  distal 
duct.  Also,  a follow  up  T-tube  study,  as  seen 
in  Fig.  1.,  would  have  caused  much  less  con- 
cern. 

Case  2. — M.  O.,  an  85-year-old  female,  had 
a typical  history  of  GB  disease  and  mild  jaun- 


dice. A plain  film  of  the  abdomen  showed  RUQ 
calcifications.  Liver  function  tests  were  mod- 
erately elevated.  No  oral  GB  study  was  done. 

At  operation,  the  GB  contained  stones.  A 
dilated  CBD  was  opened  and  1 cm.  stone  was 
removed.  A T-tube  cholangiogram  showed  di- 
lated ducts,  but  no  dye  entered  the  duodenum 
(Fig.  3).  A study  in  the  x-ray  department  5 
days  later,  again  showed  dilated  ducts,  but  dye 
entered  the  duodenum  easily  (Fig.  4).  No 
stones  were  seen.  Recovery  was  uneventful. 

Comment : The  failure  of  the  dye  to  enter 
the  duodenum  during  the  operative  T-tube 
study  was  almost  certainly  due  to  spasm  and,/ 
or  edema  of  the  sphincter  of  Oddi,  secondary 
to  instrumentation  of  the  ducts. 


Case  2 Fig.  3 

Operative  T-tube  cholangiogram.  There  is  marked 
dilatation  of  the  biliary  tree.  No  dye  entered  the 
duodenum. 
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T-tube  cholangiogram  in  x-ray  department  5 days  later. 
The  ducts  are  less  dilated.  Dye  easily  entered  the 
duodenum. 


Case  3. — G.  T.,  a 74-year-old  female,  had  a 
2 week  history  of  jaundice,  clay  colored  stools, 
and  dark  urine.  She  was  not  acutely  ill.  Her 
GB  had  been  removed  19  years  ago.  Liver 
function  tests  were  markedly  elevated. 

At  operation,  exploration  of  the  ducts  for 
stones  was  negative.  The  duodenum  was 
opened.  An  incision  was  made  through  the 
sphincter  of  Oddi  and  a biopsy  taken  from  it. 
The  edges  of  the  sphincter  were  sutured  back 
to  the  duodenal  wall  and  the  duodenum  was 
closed.  A T-tube  showed  extravasation  of  dye, 
but  no  dye  entered  the  duodenum  (Fig.  5).  A 
study  in  the  x-ray  department  10  days  later, 
demonstrated  an  anomalous  insertion  of  the 
CBD  into  a duodenal  diverticulum  and  a cystic 
duct  stump,  but  was  otherwise  normal  (Fig.  6). 
Her  recovery  was  slow,  but  uneventful. 

Comment:  Since  this  patient  had  her  GB 

removed  many  years  ago,  a CD  approach  was 
probably  impossible.  Again,  the  failure  of  dye 
to  enter  the  duodenum  was  attributed  to  distal 
spasm  and  edema.  The  final  diagnosis  was 
stenosis  of  the  sphincter  of  Oddi. 


Case  3 Fig.  5 

Operative  T-tube  cholangiogram.  There  is  consider- 
able extravasation  of  dye  from  the  choledochotomy, 
which  partially  obscures  the  common  bile  duct.  No 
dye  entered  the  duodenum. 


Case  3 Fig.  6 

T-tube  in  cholangiogram  in  x-ray  department  10  days 
later.  There  was  free  flow  of  dye  into  the  duodenum. 
Note  the  anomalous  insertion  of  the  common  bile  duct 
into  a duodenal  diverticulum  and  the  cystic  duct  stump. 
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Case  4. — J.  R.,  a 71-year-old  male,  had  a long 
history  of  asymptomatic  gallstones  and  recent 
acute  cholecystitis  (fever,  chills,  and  slight 
jaundice).  Liver  function  tests  were  moderate- 
ly elevated. 

At  operation,  the  GB  contained  stones  and 
there  was  a small  stone  in  the  CD.  A CD  study 
was  negative  for  stones  and  there  was  free 
flow  into  the  duodenum  (Fig.  7).  However, 
because  of  the  minimal  dilation  of  the  ducts 
and  the  jaundice,  the  ducts  were  explored.  No 
stones  were  found.  A large  scoop  entered  the 
duodenum.  A subsequent  T-tube  study  showed 
no  dye  in  the  duodenum  (Fig.  8).  Several  at- 
tempts were  made.  This  was  felt  to  be  due  to 
distal  spasm  and  no  further  x-ray  studies  were 
done.  Recovery  was  uneventful. 

Comment:  Because  of  the  jaundice,  dilated 
ducts,  etc.,  it  is  almost  certain  that  the  patient 
had  recently  passed  a stone  via  the  ampulla  of 
Vater.  The  surgeon  was  relieved  that  he  had 
utilized  the  CD  approach  first.  Had  he  per- 
formed a T-tube  study  first,  the  absence  of  dye 
in  the  duodenum  would  have  caused  more  con- 
cern. 


Case  4 Fig.  7 

Operative  cholangiogram  performed  via  the  cystic 
duct.  Dye  rapidly  entered  the  duodenum.  Aside  from 
minimal  dilatation  of  the  ducts,  no  abnormality  was 
demonstrated. 


Case  4 Fig.  8 

Operative  T-tube  cholangiogram,  followed  the  study 
in  Fig.  7 and  exploration  of  the  ducts.  No  dye  en- 
tered the  duodenum.  Several  attempts  were  made. 

Case  5. — M.  S.,  a 68-year-old  female,  had 
RUQ  pain,  dark  urine,  clay  colored  stools,  and 
jaundice.  Liver  function  tests  were  moderately 
elevated.  No  oral  GB  study  was  done. 

At  operation,  the  GB  contained  stones.  Ex- 
ploration of  the  ducts  yielded  “sand.”  A num- 
ber 7 Bakes  dilator  passed  through  the  ampulla. 
A T-tube  cholangiogram  was  unsatisfactory 
because  of  extravasation  of  dye  (Fig.  9).  Also, 
no  dye  entered  the  duodenum.  A T-tube  study 
in  the  x-ray  department  12  days  later,  showed 
a filling  defect  in  the  CBD  (Fig.  10).  This  was 
confirmed  on  a repeat  study  5 days  later.  The 
patient  was  reoperated  5 days  after  this  and 
the  stone  was  removed.  Her  recovery  was  un- 
eventful. 

Comment:  Had  a CD  approach  been  utilized 
first,  a second  operation  might  have  been 
avoided. 
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Case  5 Fig.  9 

Operative  T-tube  cholang'iogram.  There  is  marked  ex- 
travasation of  dye,  which  obscures  the  common  bile 
duct.  No  dye  entered  the  duodenum. 


Case  5 Fig.  10 

T-tube  in  cholang'iogram  in  x-ray  department  12  days 
later.  There  is  an  0.8  cm.  stone  in  the  distal  common 
bile  duct  (arrow),  which  was  obscured  on  the  previous 
operative  study  by  the  extravasated  dye. 


Case  6. — J.  H.,  a 79-year-old  male,  had  a 20 
year  duodenal  ulcer  history,  vague  GB  symp- 
toms, and  minimal  elevation  of  his  liver  func- 
tion tests. 

At  operation,  GB  stones  were  found.  One 
stone  was  palpated  in  a dilated  CBD.  Upon 
opening  the  CBD,  “dirty  bile  and  gravel”  es- 
caped. With  instrumentation,  several  stones 
were  removed.  The  T-tube  study  showed  di- 
lated ducts,  but  no  dye  entered  the  duodenum 
(Fig.  11).  The  surgeon  felt  that  this  was  due 
to  spasm  and  closed  the  abdomen.  A T-tube 
study  in  the  x-ray  department  7 days  later, 
demonstrated  two  stones  in  the  distal  CBD  with 
a narrowed  area  between  them  (Fig.  12).  The 
next  day,  the  patient  was  reoperated.  A few 
small  stones  and  a large  stone  were  removed 
from  the  CBD.  A T-tube  study  (not  shown) 
again  demonstrated  the  narrowed  zone  and 


Case  (j  Fig.  11 

Operative  T-tube  cholang'iogram.  The  hepatic  ducts 
are  moderately  dilated.  No  dye  entered  the  duodenum. 
No  definite  filling  defect  was  seen,  but  the  T-tube 
and  the  spine  obscure  the  distal  common  bile  duct. 
However,  there  is  a faint  area  of  decreased  density 
in  the  distal  common  bile  duct. 


Case  6 Fig.  12 

T-tube  cholang'iogram  in  x-ray  department  7 days  later. 
Dye  easily  entered  the  duodenum.  There  is  a 1.2  cn:. 
stone  in  the  distal  common  bile  duct  (arrow).  Proximal 
to  the  stone,  there  is  a short  narrowed  zone.  Proximal 
to  the  narrowed  zone,  there  is  another  stone  (in 
retrospect,  the  faint  area  of  decreased  density  in 
Fig.  11). 
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the  stone  distal  to  it.  This  stone  could  not  be 
removed  via  the  CBD ; it  was  removed  via 
duodenotomy  and  sphincterotomy.  The  T-tube 
was  replaced. 

The  patient  had  a 15  week  difficult  hos- 
pitalization, including  Gram  negative  septi- 
cemia and  four  operations  for  enterocutaneous 
fistulas.  After  this,  he  recovered  without  fur- 
ther difficulty. 

Comment:  Even  though  a stone  was  pal- 

pated in  a dilated  CBD  at  the  first  operation, 
an  initial  CD  study  would  have  been  the  prefer- 
able approach.  Probably,  the  entire  CBD  would 
have  been  demonstrated.  If  so,  it  is  possible 
that  the  unfortunate  subsequent  developments 
could  have  been  prevented. 

Case  7. — G.  W.,  a 49-year-old  female,  had  a 
typical  history  of  acute  cholecystitis.  An  oral 
cholecystogram,  performed  9 days  earlier,  re- 
sulted in  nonvisualization  of  the  GB.  Liver 
function  tests  were  slightly  elevated. 

At  operation,  the  GB  was  thickened  and 
empty  of  bile.  The  CD  was  as  large  as  a little 


Case  7 Fig.  13 


Operative  T-tube  cholangiogram.  Aside  from  minimal 
dilatation  of  the  ducts,  no  abnormality  was  demon- 
strated. However,  no  dye  entered  the  duodenum. 


Case  7 Fig.  14 

Same  days  as  Fig.  13.  Further  attempts  failed  to 
advance  dye  into  the  duodenum.  However,  the  renal 
collecting  systems  visualized. 

finger.  Upon  opening  the  CBD,  inspissated  bile 
(blackish  material,  not  really  stones)  extruded 
from  the  duct.  Following  instrumentation,  di- 
lators, up  to  a number  7 Bakes,  were  passed 
into  the  duodenum.  A T-tube  study  showed 
no  dye  in  the  duodenum  (Fig.  13).  After  a re- 
peat injection,  again  no  dye  entered  the  duo- 
denum, but  at  this  time,  there  was  opacifica- 
tion of  the  renal  collecting  systems  (Fig.  14). 
Further  attempts  produced  no  change.  A T- 
tube  study  in  the  x-ray  department  5 days 
later,  was  normal.  There  was  free  flow  into  the 
duodenum  and  there  was  no  evidence  of  renal 
excretion  (Fig.  15). 

Comment:  This  case,  along  with  a similar 
case,  was  the  subject  of  a previous  report3  and 
is  an  example  of  cholangio-venous  reflux  with 
subsequent  renal  excretion,  following  spasm 
and/or  edema  of  the  sphincter  of  Oddi.  This 
phenomenon  has  also  been  reported  elsewhere.5 
Again,  the  failure  of  dye  to  enter  the  duodenum 
was  cause  for  concern  and  the  operative  time 
was  prolonged.  A CD  approach,  almost  cer- 
tainly, would  have  prevented  this. 
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Case  7 Fig.  15 

T-tube  eholangiogram  in  x-ray  department  5 days  later. 
There  was  free  flow  of  dye  into  the  duodenum.  There 
was  no  evidence  of  renal  excretion.  This  case  pre- 
viously reported  in  So.  Dak.  J.  Med.  23:13,  1970.) 

DISCUSSION 

The  proper  technique  of  operative  cholangio- 
graphy has  been  well  outlined  in  another 
paper4,  but  these  points  are  emphasized:  The 
contrast  medium  should  be  of  body  tempera- 
ture and  the  injection  should  be  done  slowly 
via  the  cystic  duct.  Following  these  principles 
will  help  prevent  sphincter  spasm.  Also,  the 
dye  should  not  be  too  dense  or  small  stones 
may  be  obscured.  If  the  CBD  appears  dilated, 
the  concentration  should  be  reduced  by  half 
with  saline.  The  injection  should  be  done  un- 
der physiologic  conditions,  i.e.,  at  a rate  of  1 
ml  per  10  seconds.  This  assures  a normal  CBD 
pressure  from  12  to  18  cm.  of  water.  If,  for 
any  reason,  sphincter  spasm  should  occur, 
amyl  nitrite  (in  the  anesthesia  bag)  or  mag- 
nesium sulfate,  20  to  25  per  cent,  (injected  into 
the  duodenum  opposite  the  sphincter  of  Oddi) 
may  relax  the  sphincter. 

The  surgeon  may  feel,  if  the  CBD  is  dilated, 
if  the  CBD  stones  are  palpable,  etc.,  why  not 


open  the  CBD  without  an  initial  CD  study?  If 
a CD  study  is  not  done  first,  and  if  there  is 
distal  spasm  during  the  T-tube  study,  there 
is  the  problem.  Is  there  an  obstructing  stone 
or  is  it  pseudo-obstruction,  due  to  spasm  and/or 
edema  distally?  Often,  this  cannot  be  resolved 
until  a T-tube  study  is  performed  in  the  x-ray 
department  several  days  later.  In  our  series, 
this  was  most  often  due  to  spasm.  However,  in 
a few  cases,  there  were  obstructing  stones  and 
these  patients  had  to  be  reoperated.  A CD 
study  may  offer  the  only  opportunity  to  visual- 
ize the  entire  CBD  during  the  operation.  An 
operative  T-tube  study  is  of  definite  value  to 
check  for  residual  stones,  since  many  cases 
do  not  get  distal  spasm. 

Ginzburg  et  al.. 2 reviewed  56  post-chol- 
edochotomy  T-tube  cholangiograms.  In  30 
cases,  the  dye  did  not  appear  in  the  duodenum 
immediately;  in  4 cases,  it  appeared  there  in 
10-20  minutes;  and  in  26  cases,  it  did  not  ap- 
pear at  all.  This  was  felt  to  be  due  to  spasm 
and/or  edema,  probably  induced  by  surgical 
instrumentation.  In  all  56  cases,  postoperative 
cholangiograms,  10-14  days  later,  were  normal. 
The  authors  recommend  c-holedochography  via 
the  CD,  even  if  calculi  are  obviously  present  in 
the  major  ducts.  The  authors  conclude  that 
over  50%  of  cases  will  have  pseudo-obstruction 
if  post  - choledochotomy  cholangiography  is 
done.  Failure  to  realize  this  may  lead  to  furth- 
er unnecessary  operative  manipulation. 

As  can  be  seen  in  Table  3,  15  cases  (29.4%) 
had  delayed  flow  and  16  cases  (31.3%)  had 
no  flow  of  dye  into  the  duodenum.  However, 
5 of  these  cases  had  a distal  CBD  stone. 

From  our  data,  we  draw  the  following  con- 
clusions regarding  operative  cholangiography: 
1.  If  the  study  is  performed  via  a T-tube: 

a.  The  highest  percentage  of  poor  studies 
will  be  obtained  due  to  distal  spasm 
and/or  edema. 

b.  If  the  study  appears  normal,  it  prob- 
ably is. 

c.  If  the  study  appears  abnormal,  this  is 
often  due  to  dilated  ducts,  and  much 
of  this  is  secondary  to  distal  spasm 
and  or  pressure  of  injection. 

d.  If  no  dye  enters  the  duodenum,  and  if 
no  obvious  filling  is  seen,  no  definite 
conclusion  can  be  reached.  Most  cases 
will  be  due  to  spasm,  but  a few  may 
have  distal  stones.  Therefore,  dye  in- 
jections should  be  repeated,  perhaps 
in  conjunction  with  relaxing  drugs.  If 
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these  efforts  fail,  perhaps  a duoden- 
otomy  should  be  considered. 

It  is  stressed  that  most  of  these  difficulties 
will  be  avoided,  if  a T-tube  approach  is  simply 
not  used  as  an  initial  procedure.  Its  principle 
use  should  be  to  check  for  residual  stones. 

2.  If  the  study  is  performed  via  the  cystic 
duct : 

a.  The  highest  percentage  of  good  studies 
will  be  obtained. 

b.  If  the  study  appears  normal,  it  prob- 
ably is. 

c.  If  the  study  appears  abnormal,  again, 
this  is  often  due  to  dilated  ducts  and 
this  may  be  due  to  the  pressure  of  in- 
jection. 

d.  If  there  is  delayed  flow  of  dye  into  the 
duodenum,  a distal  stone  should  be 
strongly  suspected. 

e.  If  no  dye  enters  the  duodenum,  it  is  al- 
most certain  that  there  is  a distal  ob- 
struction and  most  often,  this  will  be 
due  to  a stone. 

3.  If  the  study  is  performed  via  the  gall- 
bladder : 

a.  The  results  will  be  inferior  to  the  CD 
approach,  but  superior  to  the  T-tube 
study.  The  main  problem  is  poor  filling 
of  the  hepatic  ducts. 

b.  If  the  study  appears  normal,  it  prob- 
ably is. 

c.  If  no  dye  enters  the  duodenum,  it  is 
almost  certain  that  there  is  a distal 
obstruction,  which  may  be  due  to  a 
stone  or  a carcinoma. 

Therefore,  it  is  obvious  that  the  initial  study 
should  be  performed  via  the  CD. 

SUMMARY 

A critical  evaluation  of  213  operative  cholan- 
giograms  is  reported.  The  studies  were  per- 
formed via  a T-tube,  the  cystic  duct  (CD),  or 
the  gallbladder  (GB).  The  studies  were  evalu- 
ated with  respect  to  quality,  pathology,  dem- 
onstrated, and  appearance  of  contrast  medium 
(dye)  to  duodenum.  The  over-all  results  were 
best  via  the  CD  and  poorest  via  the  T-tube  ap- 
proach. The  GB  approach  is  not  recommended, 
since  the  hepatic  ducts  visualize  poorly. 

The  T-tube  approach,  as  an  initial  operative 
diagnostic  procedure,  is  specifically  condemned, 
since  over  50%  of  cases  will  pseudo-obstruction 
due  to  spasm  and/or  edema  of  the  sphincter 


of  Oddi,  resulting  in  further  operative  manipu- 
lation, and  in  a few  cases,  distal  stones  will  be 
missed.  Seven  cases  are  presented  to  illustrate 
some  of  the  problems  encountered.  This  pro- 
cedure should  be  reserved  to  check  for  residual 
stones. 

It  is  strongly  recommended  that  a properly 
performed  CD  approach  be  utilized  for  the  dye 
study,  prior  to  any  manipulation  of  the  major 
ducts. 
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FIRST  BIENNIAL  PLAINS  STATES 
RABIES  CONFERENCE 

The  first  biennial  plains  states  rabies  con- 
ference sponsored  by  the  Nebraska  State  De- 
partment of  Health  in  cooperation  with  the 
University  of  Nebraska  Center  for  Continuing 
Education  will  be  held  at  the  Center  for  Con- 
tinuing Education,  33rd  & Holdrege  Streets, 
University  of  Nebraska,  Lincoln,  on  May  31 
and  June  1.  The  registration  fee  will  be  $18. 

Further  information  may  be  obtained  from 
Lester  Reid,  Nebraska  Center  for  Continuing 
Education,  33rd  & Holdrege,  Lincoln,  Nebras- 
ka 68503. 
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Continuing  education  for  South  Dakota  physicians  is  a topic  of  increasing  importance.  It  is 
most  likely  that  any  federal  legislation  passed  by  the  Congress  in  1973  or  1974  will  contain  stipu- 
lations in  regard  to  functioning  programs  of  continuing  education  for  participating  physicians. 
Because  of  this,  the  Council  of  the  South  Dakota  State  Medical  Association  requested  that  a plan 
be  formulated  for  such  a program  in  this  state.  E.  H.  Heinrichs,  M.D.,  Watertown,  South  Da- 
kota, was  named  chairman  of  a nine  man  Advisory  Committee  on  Continuing  Medical  Education 
which  has  prepared  a plan  which  could  go  into  effect  by  July  1,  1973. 

The  plan  consists  of  two  parts:  A)  Recognition  Award  of  the  South  Dakota  State  Medical  As- 
sociation for  Continuing  Medical  Education,  and  B)  Development  of  an  educational  network  in  South 
Dakota.  The  plan  is  completely  voluntary,  and  it  is  hoped  that  the  initiative  of  our  state,  and 
other  state  medical  associations,  will  develop  functioning  programs  so  that  continuing  education 
never  need  be  other  than  voluntary. 

Because  of  the  importance  of  this  program,  a special  seminar  to  discuss  the  subject  has 
been  scheduled  for  2 :00  p.m.,  Thursday,  June  7,  1973,  to  be  held  at  the  Rapid  City  Howard  Johnson 
Motel  prior  to  the  annual  meeting  of  the  Association  which  begins  on  June  8.  With  adequate  in- 
terest and  attendance  it  should  be  possible  to  activate  our  continuing  medical  education  program 
later  in  1973. 


W.  R.  Taylor,  M.D. 
President 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FORTY-EIGHT  YEAR  OLD  WOMAN  WITH  WEAKNESS 
AND  ANEMIA  OF  FIVE  MONTHS  DURATION 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist  - Editor 


Stephen  S.  Kahler, 

Internist  - Discusser 


CASE  558142 

This  was  the  first  Sioux  Valley  Hospital  admission 
for  a 48-year-old  married,  nulliparous  Caucasian  female 
who  had  had  progressive  weakness  of  about  5 months 
duration. 

The  patient  had  been  reasonably  well  until  4 months 
ago  when  she  had  had  the  onset  of  weakness  and 
anemia  which  was  treated  with  iron.  Three  months 
prior  to  admission  she  had  aches  and  pains  and  fever 
which  she  attributed  to  flu,  but  did  not  get  over  these 
symptoms  for  several  weeks.  She  had  had  four  loose 
bowel  movements  per  day  for  several  months.  There 
was  no  nausea,  vomiting,  or  anorexia.  There  was  no 
dyspnea,  orthopnea  or  pain  in  the  chest,  although  she 
had  noticed  some  swelling  of  the  ankles  and  some 
cramps  in  her  legs  and  hands  for  several  months  prior 
to  admission.  One  week  prior  to  admission  she  began 
to  have  painless  total  hematuria.  There  was  no  flank 
pain,  dysuria,  or  nocturia.  There  was  no  easy  bruising 
or  bleeding  from  other  orifices.  The  patient  had  pre- 
viously had  her  appendix  and  tonsils  removed.  She 
also  had  had  a hysterectomy  for  a benign  condition 
15  years  prior  to  admission.  There  was  no  significant 
bleeding  after  these  operations. 

Physical  examination  revealed  a very  thin,  chronical- 
ly ill  woman  in  no  distress.  Pulse  was  72  per  minute 
and  regular;  respirations  were  24  per  minute  and  regu- 
lar; temperature  was  98.43F;  blood  pressure  88  systolic 
and  60  diastolic.  Height  5'3",  weight  95%  lbs.  Examina- 
tion of  the  head  and  neck  revealed  no  abnormalities. 
The  lungs  were  clear  to  auscultation  and  percussion. 
The  heart  was  not  enlarged  and  there  were  no  murmurs 
or  arrhythmias.  Examination  of  the  abdomen  revealed 
no  palpable  organs,  masses,  spasm  or  tenderness.  The 
examination  of  the  extremities  showed  no  edema;  pedal 
pulses  were  normal.  Deep  tendon  reflexes  were  some- 
what diminished  but  symmetrical.  The  patient  did 
demonstrate  spontaneous  carpopedal  spasm  and  had  a 
positive  Trousseau  sign.  The  Chvostek  was  negative. 

LABORATORY  DATA:  Urinalysis:  Grossly  bloody; 
specific  gravity  1.028;  pH  5.0;  protein  4 plus;  negative 
for  glucose,  ketone  bodies,  and  bile;  large  amount  of 
hemoglobin;  sediment:  20  to  30  white  cells  per  high 
power  field;  Red  cells  were  too  numerous  to  count. 


^Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital and  Clinical  Faculty,  School  of  Medicine,  Uni- 
versity of  South  Dakota 

**Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  University 
of  South  Dakota 


Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA 
08032  from  the  National  Cancer  Institute  of  the  National  Institute 
of  Health,  U.  S.  Public  Health  Service. 


No  casts.  A repeat  urinalysis  was  yellow,  cloudy; 
specific  gravity  1.015;  pH  5.0;  protein  1 plus;  negative 
for  glucose,  ketone  bodies,  and  bile;  large  amount  of 
hemoglobin;  sediment:  4 to  6 white  cells  per  high 
power  field;  Red  cells  - 60  to  70  per  high  power  field. 
No  casts.  Hemoglobin:  11.5  gm/dl..  Red  count:  3.8  mil- 
lion mm3.  Hematocrit:  36  vols/dl.  Mean  corpuscular 
hemoglobin:  30  micromicrograms.  Mean  corpuscular 
volume:  95  cubic  micra.  Mean  corpuscular  hemoglobin 
concentration:  32%.  Total  leukocyte  count:  6900/mm3 
with  79%  segmented  neutrophils,  18%  small  normal 
lymphocytes  and  3%  monocytes.  There  was  moderate 
anisocytosis  and  the  platelets  appeared  adequate  on 
smear.  The  pH  was  7.41;  pC02  was  52  mm  of  Hg; 
C02  content  32  meq/L;  sodium  138  meq/L;  potassium 
3.5  meq/L;  chloride  100  meq/L.  Plasma  osmolality 
285  mosm/L  (normal  270-300  mosm/L).  A 12  test 
screening  panel  showed  a total  protein  of  5.0  gm/dl  and 
a calcium  of  4.9  mg/dl.  The  cholesterol  was  low 
normal.  The  alkaline  phosphatase  was  137  internation- 
al units / dl  (normal  20  to  95  international  units). 
Phosphorus  was  3.8  mgs/dl.  LDH  was  300  inter- 
national units  (normal  90  to  215  international  units). 
Serum  glutamic  oxaloacetic  transaminase  was  70 
Babson  units/dl.  Prothrombin  time  was  21.5  seconds 
with  a 12.0  control  and  a partial  thromboplastin  time 
was  36  seconds  with  a 36  second  control.  Repeat  cal- 
ciums were  5.2  and  6.3  mg/dl.  Repeat  phosphorus  was 
4.4  and  3.8  mg/dl.  Repeat  alkaline  phosphatase  was 
2.9  Bessy-Lowery  units  (normal  0.8-2. 3 units).  The 
prothrombin  time  became  normal  on  Vitamin  K ther- 
apy. The  triiodothyronine  resin  uptake  (T:i)  was  26%; 
a protein  bound  iodine  (PBI)  was  contaminated  with 
iodine.  A d-xylose  showed  1.53  grams  excretion  in  the 
urine  in  5 hours.  The  plasma  levels  of  d-xylose  at  one- 
half  hour  was  12  mg%  and  one  hour  was  18  mg%. 
These  values  for  d-xylose  are  all  very  low.  Plasma 
cortisol  was  22.5  mcg/dl  at  8:00  A.M.  and  11.5  meg/dl 
at  4:00  P.M.  (These  were  interpreted  as  normal).  An 
electrocardiogram  was  borderline  with  low  voltage 
QRS’s  suggesting  possible  Addisons’  Disease,  myx- 
edema, or  pulmonary  emphysema. 

A bone  survey  showed  thoracic  scoliosis  but  no  ab- 
normalities of  the  pelvis  or  spine.  Skull  films  showed 
slight  osteoporosis  but  no  other  abnormalities.  A 
chest  film  showed  linear  fibrotic  streaking  at  the  right 
base  but  no  other  abnormality.  An  intravenous  pye- 
logram  showed  a soft  tissue  mass  in  the  pelvis  with 
indentation  on  the  bladder.  Retrograde  pyelogram 
showed  three  or  four  small  round  filling  defects  in 
the  upper  calyces  on  the  left  which  were  probably  air 
bubbles.  The  ureters  were  located  a little  more  lateral- 
ly than  usual  about  a soft  tissue  mass.  The  mass 
diminished  in  size  and  apparently  disappeared  at  a 
later  time.  A diagnostic  procedure  was  performed. 
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DR.  KAHLER:  This  lady  presented  with 

progressive  weakness  of  5 months  duration. 
She  had  had  anemia  which  was  treated  by 
iron.  We  do  not  know  the  degree  of  anemia 
nor  the  amount  of  iron  treatment  she  received. 
She  also  had  aches  and  pains.  I would  have 
been  interested  in  just  what  kind  of  aches  and 
pains  these  were  and  whether  they  constituted 
true  arthritis  or  were  arthralgias.  There  was 
no  mention  of  any  abdominal  pain. 

*DR.  JAMES  FELKER:  She  had  no  ab- 

dominal pain  and  the  aches  and  pains  were 
quite  nonspecific  and  probably  associated  with 
an  influenzal-like  episode. 

DR.  KAHLER:  The  patient  was  otherwise 

afebrile? 

DR.  FELKER:  Yes. 

DR.  KAHLER:  The  patient  did  have  painless 

total  hematuria  one  week  prior  to  admission. 
There  was  no  other  evidence  of  generalized 
bleeding  diathesis  since  there  was  no  easy 
bruising  or  bleeding  from  other  orifices.  She 
had  had  other  operations  without  much  prob- 
lem. She  had  had  a hysterectomy  fifteen  years 
ago  for  a benign  condition.  1 may  come  back 
to  this  when  I talk  about  a pelvic  mass  pressing 
on  the  bladder  as  is  mentioned  later  on  in  the 
protocol. 

Of  significance  in  the  physical  examination 
was  that  she  was  a very  thin  chronically  ill 
woman  who  had  spontaneous  carpopedal 
spasms  and  a positive  Trousseau  sign.  The 
Chvostek  sign  was  negative.  The  signs  men- 
tioned above  are  those  seen  in  significant  hypo- 
calcemia. In  the  Trousseau  sign  one  puts  the 
blood  pressure  cuff  on  and  inflates  it  above 
the  systolic  pressure  for  about  three  minutes. 
If  the  patient’s  hand  goes  into  carpopedal 
spasms,  this  is  a positive  test.  The  Chvostek 
sign  (facial  nerve  tap)  was  negative  in  this 
case.  I would  expect  it  to  have  been  positive 
with  the  level  of  the  calcium  mentioned.  As  a 
matter  of  fact,  it  can  be  positive  in  10%  of 
the  normal  population. 

The  laboratory  data  showed  hematuria  and 
proteinuria  with  a fair  number  of  white  cells. 
The  high  specific  gravity  in  the  first  specimen 
could  have  been  due  to  the  protein  and  the 
specific  gravity  is  lower  in  the  second  speci- 
men. But  microscopic  hematuria  was  definitely 

^Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
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confirmed  on  both  specimens.  The  hemoglobin 
was  11.5  gm/dl  and  the  indices  did  not  show 
a microcytic  hypochromic  anemia.  I assume 
per  dl  is  the  same  as  grams  %.  The  patient 
had  had  iron,  however,  and  this  may  cloud  the 
picture.  The  pC02  was  slightly  elevated,  but 
I do  not  know  how  to  evaluate  that  test  in  light 
of  the  remaining  normal  electrolytes.  The 
total  protein  and  calcium  were  definitely  low 
and  the  cholesterol  was  low  normal.  The  al- 
kaline phosphatase  was  elevated  slightly  and  a 
repeat  was  also  elevated.  The  lactic  dehydro- 
genase and  transaminase  were  slightly  elevated 
but  I see  this  slight  elevation  in  panel  tests  all 
the  time  and  I am  not  sure  how  to  evaluate 
those  abnormalities.  The  prothrombin  time 
was  definitely  abnormal  but  became  normal 
after  vitamin  K.  How  was  that  given? 

DR.  FELKER:  Intramuscularly. 

DR.  KAHLER : I think  I can  assume  that  the 

abnormal  prothrombin  then  was  not  due  to 
liver  disease.  The  T;^  resin  uptake  was  normal 
but  the  PBI  was  contaminated.  I am  not  sure 
why  there  was  contamination  of  the  PBI,  but 
there  are  many  medications  patients  may  take 
that  contaminate  the  PBI.  Of  extreme  impor- 
tance was  the  abnormally  low  d-xylose  test. 
A bone  survey  showed  no  abnormality  except 
for  some  slight  osteoporosis  or  demineraliza- 
tion in  the  skull.  I am  a little  surprised  that 
the  osteoporosis  showed  up  in  the  skull  and 
not  on  the  long  bones.  I am  quite  confused 
about  the  mass  that  seems  to  disappear  here. 
I would  like  to  know  which  mass  we  are  re- 
ferring to,  the  one  that  is  pressing  on  the  blad- 
der or  the  one  that  pushes  the  ureters  laterally. 

DR.  FELKER:  Well,  this  is  a bit  of  a prob- 

lem as  the  patient  has  not  been  operated  on. 

The  mass  was  not  felt  on  pelvic  examination 
including  an  examination  under  anesthesia. 
She  had  a small  bowel  series  and  retrograde 
pyelogram  later  and  the  mass  was  again  seen 
but  nobody  has  ever  been  able  to  feel  it. 

DR.  KAHLER:  Then  the  mass  did  not  really 

disappear.  In  summary,  we  have  a patient 
with  weight  loss,  weakness,  hematuria,  car- 
popedal spasms,  vague  cramps  in  the  legs  and 
hands,  and  vague  symptoms.  There  is  no  men- 
tion of  pigmentation.  I think  we  have  to  dis- 
pense with  the  possibility  of  adrenal  insuf- 
ficiency. The  normal  serum  cortisol  would  rule 
out  this  diagnosis. 
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The  low  calcium,  normal  phosphorus,  and 
slightly  elevated  alkaline  phosphatase  certainly 
suggest  osteomalacia,  but  we  do  not  have  con- 
firmation of  that  on  x-ray.  Osteomalacia  can 
often  be  suggested  on  x-ray,  but  cannot  be 
proved  unless  one  has  a bone  biopsy.  The  very 
low  calcium,  borderline  cholesterol,  low  protein, 
and  the  markedly  low  d-xylose  excretion  both 
with  low  blood  and  urine  levels  makes  one  im- 
mediately think  of  malabsorption  syndrome. 
Especially  with  this  d-xylose  value  and  the 
compatible  chemistries  and  history,  I do  not 
really  think  there  is  any  other  possibility  but 
malabsorption  syndrome  in  this  case.  Although 
the  diagnosis  is  readily  apparent,  there  are  a 
number  of  other  tests  that  could  be  run.  I 
have  had  patients  with  malabsorption  in  whom 
almost  every  conceivable  test  for  malabsorption 
was  abnormal.  In  fact,  a particular  patient  I 
had  had  panhypopituitarism  secondary  to  a 
starvation  state  from  malabsorption. 

Therefore,  the  present  patient  had  malab- 
sorption syndrome  with  malabsorption  of  calci- 
um, probably  in  some  degree  secondary  to  mal- 
absorption of  the  fat  soluble  vitamins  like  vita- 
min D.  There  is  also  malabsorption  of  the  fat 
soluble  vitamin,  vitamin  K,  deficiency  of  which 
caused  the  prolonged  prothrombin  time.  Now 
the  question  is,  what  is  the  cause  of  the  mal- 
absorption ? 

Before  I start  into  this  differential  diagnosis, 
I might  mention  that  the  patient  could  have 
had  tetany  on  the  basis  of  hypomagnesemia. 
This  test  is  not  available  here. 

DR.  BARLOW:  We  have  just  in  the  past 

several  weeks  set  up  a serum  magnesium  and  I 
agree  malabsorption  is  one  of  the  diseases  in 
which  you  can  get  hypomagnesemia  with 
tetany.  There  are  a number  of  other  gastro- 
intestinal or  other  disturbances  which  can  also 
cause  hypomagnesemia. 

DR.  FELKER : Alcoholism  can  cause  hypo- 

magnesemia. 

DR.  KAHLER : There  is  not  much  mention 

of  this  patient’s  stool.  I wonder  if  they  sank  or 
floated.  Some  say  that  fatty  stools  are  more 
likely  to  float.  Was  she  a sinker  or  a floater? 

DR.  FELKER:  They  sank  as  I recall. 

DR.  BARLOW : There  was  an  article  in  the 

NEW  ENGLAND  JOURNAL  pointing  out  that 
floating  stools  are  not  necessarily  a sign  of 
steatorrhea  but  can  be  seen  in  normal  indi- 


viduals and  that  stools  float  mainly  due  to  their 
gas  content. 

DR.  KAHLER : At  any  rate,  I am  sure  that 

if  we  had  had  a quantitative  stool  fat  or  even 
a microscopic  stool  fat,  it  would  have  been  posi- 
tive. I am  sure  the  patient  must  have  had 
steatorrhea. 

Patients  with  sprue  often  present  with  ane- 
mia due  to  iron,  vitamin  Bi2  or  a folic  acid  de- 
ficiency from  malabsorption.  This  patient  did 
not  have  a great  deal  of  anemia  and  this  may 
have  been  because  of  the  iron  therapy.  I do  not 
exactly  understand  why  there  was  not  more 
anemia  due  to  folic  acid  or  vitamin  Bi2  de- 
ficiency. I might  wonder  whether  the  anemia 
is  somewhat  masked  by  the  fact  that  she  has 
had  some  diarrhea  and  fluid  loss  and  the  hemo- 
globin was  falsely  elevated  due  to  dehydration. 
She  was  probably  more  anemic  than  indicated 
here. 

The  differential  diagnosis  of  malabsorption 
is  long.  Malabsorption  may  occur  after  a gas- 
trectomy, due  to  stasis  in  the  blind  loop,  or  be 
due  to  pancreatic  insufficiency.  We  have  no 
evidence  of  any  of  these  here.  For  instance,  in 
pancreatic  insufficiency  the  d-xylose  should  not 
be  as  abnormal  as  it  is  here.  It  should  be  either 
normal  or  slightly  decreased  in  disease  of  the 
pancreas  causing  malabsorption.  One  could 
have  done  a duodenal  aspiration  before  and 
after  the  administration  of  secretin  to  test  the 
pancreatic  function,  but  I haven’t  done  that 
since  I have  been  in  practice.  There  is  no  evi- 
dence of  liver  disease.  Malabsorption  from  dif- 
fuse disease  of  the  small  bowel  or  after  resec- 
tion of  the  small  bowel  can  occur.  Was  there 
a small  bowel  follow-through  series? 

DR.  FELKER:  Yes,  and  it  was  normal.  It 

was  done  after  she  was  started  on  therapy. 

DR.  KAHLER:  This  would  tend  to  rule  out 

a blind  loop  syndrome  or  diffuse  ileitis. 

I might  say  that  there  is  an  abnormality  of 
small  bowel  pattern  on  x-ray  due  to  malabsorp- 
tion and  steatorrhea,  but  this  is  not  always 
seen  by  the  radiologist  in  a small  bowel  series. 
It  is  often  detected  only  in  retrospect.  I think 
a small  bowel  fistula  or  blind  loop  syndrome 
with  bacterial  overgrowth  is  also  ruled  out. 
Lymphatic  blockage  due  to  lymphoma  or  in- 
trinsic small  bowel  disease  due  to  tuberculosis 
can  also  occur.  Parasitic  infection,  such  as  due 
to  Giardia  Lamblia  or  Strongyloides  Stercorales 
can  occur  but  is  unlikely  here.  She  was  never 
out  of  this  area  of  the  country  ? 
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DR.  FELKER:  Correct. 

DR.  KAHLER : Miscellaneous  conditions  can 

cause  malabsorption,  such  as  diabetes  mellitus, 
carcinoid  syndrome,  hypothyroidism,  scleroder- 
ma, hypoparathyroidism,  abetalipoproteinemia, 
hypogammaglobulinemia,  and  vasculitis  such 
as  occurs  in  lupus.  There  are  also  the  diffuse 
bowel  diseases  such  as  celiac  disease,  Whipple’s 
disease,  and  tropical  sprue.  The  problem  is  to 
try  to  differentiate  between  all  these  causes 
of  malabsorption  because  the  treatment  varies 
and  some  of  these  diseases  respond  readily  to 
treatment  and  others  do  not.  A serum  carotene 
would  have  been  low  in  this  case  but  would  not 
have  been  particularly  helpful  in  differential 
diagnosis.  I might  add  that  the  low  or  low 
normal  serum  cholesterol  is  a very  helpful  in- 
dicator of  malabsorption  as  you  do  not  usually 
see  low  c-holesterols  in  our  population.  When  I 
see  a low  cholesterol ; I,  at  least  think  of  mal- 
absorption. 

Scleroderma  is  a cause  of  malabsorption  but 
can  be  ruled  out  because  there  were  no  skin  or 
joint  manifestations.  There  was  no  flushing 
or  enlarged  liver  to  indicate  carcinoid  syn- 
drome. There  were  not  frequent  infections  to 
indicate  hypogammaglobulinemia.  I am  a little 
concerned  about  a possible  lymphoma.  The 
patient  did  have  aches  and  pains  and  fever. 

DR.  FELKER:  I feel  that  most  of  those 

aches  and  pains  and  fever  only  lasted  a few 
days  to  a week  and  were  due  to  an  influenzal- 
like  syndrome. 

DR.  KAHLER:  Yes,  that  certainly  helps  be- 

cause one  must  always  rule  out  lymphoma  in 
malabsorption.  Other  conditions  such  as  eos- 
inophilic gastroenteritis  are  unlikely  because 
the  patient  had  no  allergic  history.  There  is 
no  history  that  suggests  lupus.  Abetalipopro- 
teinemia is  unlikely  because  there  were  no 
acanthrocytes  (Burr  cells)  and  because  of  the 
patient’s  age.  Diabetes  mellitus  is  unlikely  in 
this  case.  Whipple’s  disease  is  usually  charac- 
terized by  pigmentation,  enlarged  lymph  nodes, 
arthritis,  polyserositis,  postprandial  pain,  and 
fever.  It  is  more  common  in  males.  I feel  this 
is  unlikely  here.  The  diagnostic  procedure  was 
undoubtedly  a small  bowel  biopsy  by  a Crosby 
capsule.  I suspect  that  the  patient  had  adult 
celiac  disease  or  idiopathic  steatorrhea  (sprue). 
I am  still  a little  worried  about  lymphoma  with 
the  possibility  of  a pelvic  mass  and  a history 
of  fever.  I am  also  a little  worried  that  the 


patient  did  not  have  increased  bowel  sounds, 
distention,  and  abdominal  pain  as  is  often  seen 
in  adult  celiac  disease.  Did  she  have  any  his- 
tory of  childhood  gastrointestinal  complaints?  ■ 

DR.  FELKER:  No. 

DR.  KAHLER:  Often  these  patients  have  a ' 

history  of  bloating,  flatulence,  and  sometimes  i 
a family  history. 

DR.  FELKER : She  did  not  have  this. 

DR.  KAHLER : I would  like  lastly  to  talk 

about  the  complications  of  adult  celiac  disease.  . 
Ten  percent  of  these  patients  may  develop  a 1 
lymphoma  and  a small  percentage  may  develop 
a carcinoma.  Some  patients  with  sprue  develop 
multiple  small  bowel  ulcers.  Subacute  com- 
bined degeneration  from  vitamin  B12  deficiency 
and  dermatitis  herpetiformis  are  other  compli- 
cations. So  I will  make  my  final  diagnosis. 

DR.  KAHLER’S  DIAGNOSES 

1.  ADULT  CELIAC  DISEASE  (SPRUE) 

2.  ? COMPLICATING  LYMPHOMA 

Did  the  hematuria  clear? 

DR.  FELKER:  Yes,  the  hematuria  cleared 

even  before  the  patient  was  given  vitamin  K. 

She  had  a repeat  negative  retrograde  pyelo- 
gram  and  there  was  evidence  of  the  mass  which 
could  not  be  felt  still  but  the  study  was  other- 
wise entirely  normal.  There  was  a suggestion 
of  air  bubbles  in  one  of  the  calyces  or  filling 
defects,  if  you  remember  the  protocol.  They 
disappeared. 

DR.  KAHLER : Something  that  interests  me 

is  the  fact  that  the  prothromobin  time  was 
really  in  what  we  would  call  the  therapeutic 
range  if  we  were  treating  a patient  with  coum- 
arin.  Yet  this  patient  bled.  Also  I might  men- 
tion that  the  partial  thromboplastin  time  was 
normal.  I don’t  understand  this. 

DR.  R.  A.  JAQUA:  Could  this  patient  have 

had  a retroperitoneal  hematoma  from  the  bleed- 
ing. This  would  be  explained  by  the  patient’s 
hemorrhagic  diathesis  and  might  be  hard  to 
feel. 

DR.  KAHLER : That  certainly  is  a possibility. 

DR.  BARLOW : I presented  this  case  because 

of  its  unusual  presentation  for  sprue  with  hem- 
aturia and  hypocalcemia.  I might  point  out 
that  many  patients  with  sprue  do  not  present 
with  the  characteristic  symptoms  of  diarrhea 
and  fatty  and  frothy  stools.  The  prothrombin 
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is  more  sensitive  to  deficiency  of  the  vitamin 
K dependent  factors  but  I cannot  explain  a 
completely  normal  partial  thromboplastin  time. 

*DR.  WARREN  JONES:  Most  patients  with 

sprue  don’t  present  with  diarrhea. 

DR.  BARLOW : Certainly,  this  is  true.  The 

patient  may  present  as  today,  or  the  patient 
may  present  with  osteomalacia  to  an  ortho- 
pedic surgeon  due  to  bone  pain,  or  he  may  pre- 
sent with  anemia  due  to  iron,  folate,  or  vita- 
min B,o  deficiency.  The  complaints  of  weakness 
and  weight  loss  are  very  common  and  a malig- 
nancy might  be  suspected.  For  this  reason  and 
because  the  disease  responds  so  well  to  treat- 
ment, I thought  we  ought  to  discuss  this  case. 


Figure  I 

Normal  small  bowel  biopsy.  Note  tall  slender  villi  lined 
by  tall  columnar  epithelium. 


Figure  II 

Crosby  capsule  biopsy  from  patient.  Note  complete 
loss  of  normal  villus  pattern. 


^Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital, 
Associate  Dean,  School  of  Medicine,  University  of 
South  Dakota. 


Figure  III 


Higher  power  of  biopsy  showing  loss  of  villi  as  well 
as  inflammation  in  lamina  propria  and  decreased 
height  of  columnar  epithelium.  This  biopsy  is  typical 
of  sprue. 

The  first  slide  shows  normal  small  bowel. 
(Fig.  I)  Note  the  normal  villi.  The  next  slide 
(Fig.  II  & III)  shows  the  marked  loss  of  villous 
pattern  with  atrophy  and  inflammation  in  the 
lamina  propria  characteristic  of  idopathic 
steatorrhea  in  this  case. 

FINAL  ANATOMIC  DIAGNOSIS 
IDIOPATHIC  STEATORRHEA 
(SPRUE,  ADULT  CELIAC  DISEASE) 

DR.  FELKER:  I would  like  to  add  something 

to  what  has  been  said.  The  patient  was  initial- 
ly asked  about  her  bowel  habits  and  she  said 
that  the  stools  were  normal.  Initially  when  we 
noted  the  marked  hypocalcemia  I thought  of  hy- 
poparathyroidism. This  is  a rather  rare  disease 
and  with  the  patient’s  weakness  and  the  fact 
that  she  was  very  thin,  I went  back  to  asking 
her  about  the  stools.  She  had  four  loose  stools 
a day  and  thought  this  was  perfectly  normal. 
We  stumbled  on  the  abnormal  prothrombin 
time  when  Dr.  Barlow  was  about  to  do  a small 
bowel  biopsy  after  the  d-xylose  put  us  on  the 
right  track. 

After  the  Crosby  capsule  biopsy  was  per- 
formed, the  patient  was  put  on  oral  calcium 
and  her  calcium  returned  to  normal.  She  has 
gained  twenty  pounds  and  now  has  a normal 
calcium.  There  has  been  a normal  intravenous 
and  retrograde  pyelogram.  A mass  on  x-ray 
is  still  a bit  of  an  enigma  but  no  one  can  feel 
it  on  pelvic  examination.  The  patient  feels 
better. 

DR.  BARLOW : The  small  bowel  is  8-10  feet 

in  the  full-term  newborn  infant  and  22-23  feet 
in  the  adult  person.  There  are  three  things 
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that  increase  the  surface  absorptive  area  of  the 
normal  small  bowel  and  these  are  1)  the  cir- 
cular folds  (plicae  circulares),  2)  the  villi,  and 

3)  microvilli.  The  function  of  the  villi  is  ab- 
sorption and  the  function  of  the  crypts  or 
glands  below  the  villi  is  to  replace  the  absorp- 
tive cells  of  the  villi.  Although  protein,  carbo- 
hydrate, and  fat  malabsorption  often  occur  to- 
gether, fat  malabsorption  is  most  frequently 
noticeable  first.  The  following  are  some  steps 
in  normal  fat  absorption: 

1)  The  hydrochloric  acid  in  the  stomach  and 
the  stomach  itself  causes  mixing  of  the 
long-chain  triglycerides  (neutral  fat). 

2)  When  the  triglycerides  have  passed  into  the 
duodenum,  the  pancreatic  lipase  breaks 
down  the  triglycerides  to  monoglycerides 
and  fatty  acids.  Bicarbonate  from  the  pan- 
creas reduces  the  pH  to  the  optimal  pH  for 
lipase  action. 

3)  Bile  salts  secreted  from  the  liver  emulsify 
the  fatty  material  into  micelles.  The  fats 
are  now  absorbed  into  the  mucosal  wall  and 
are  reesterified  to  chylomicrons  in  the 
bowel  wall  and  discharged  to  protein-carry- 
ing lipids  (lipoproteins)  in  the  plasma. 

With  this  many  steps  in  the  normal  fat  ab- 
sorption, one  can  easily  see  some  of  the  patho- 
logic conditions  that  can  cause  fat  malabsorp- 
tion. These  include: 

1)  Gastric  surgery. 

2)  Inactivation  of  the  lipase  by  hydrochloric 
acid  secreted  in  excessive  quantities  as  in 
Zollinger-Ellison  syndrome. 

3)  Absent  or  decreased  pancreatic  lipase.  Pan- 
creatitis or  blockage  of  the  pancreatic  duct 
from  any  cause  could  easily  bring  this 
about. 

4)  Absent  or  ineffective  bile  salts.  This  may 
occur  from  obstruction  of  the  biliary  tree ; 
drugs  such  as  neomycin  or  cholestyramine ; 
or  bacterial  overgrowth  as  is  seen  in  diverti- 
cula of  the  small  bowel,  afferent  loop  stasis, 
or  scleroderma. 

5)  Resection  or  extensive  disease  of  the  distal 
small  bowel  will  cause  deficient  bile  salt 
reabsorption  and  therefore  deficient  bile 
salts. 

6)  Mucosal  defect  from  widespread  small 
bowel  disease  such  as  in  celiac  disease, 
sprue,  Whipple’s  disease,  amyloid  are  an- 
other group  of  causes  of  malabsorption. 
Certain  parasites  such  as  Giardia  Lamblia 
or  radiation  ischemia  can  produce  malab- 
sorption. 


7)  A defect  in  reesterification  such  as  in  acan- 
throcytosis  (abetalipoproteinemia)  can  oc- 
cur. 

8)  A lymphatic  abnormality  or  blockage  as  in 
lymphoma,  tumor,  or  intestinal  lympha- 
giectasia  can  occur. 

It  is  to  be  noted  that  medium-chain  trigly- 
cerides are  lipids  whose  constituent  fatty  acids 
contain  6-8  carbons  and  are  absorbed  directly 
without  hydrolysis  by  pancreatic  lipase.  These 
are  sometimes  used  in  therapy  for  patients 
with  malabsorption. 

Normal  dietary  carbohydrates  are  ingested  i 
almost  entirely  in  the  form  of  starch  and  the 
disaccharides  sucrose  and  lactose.  Pancreatic 
amylase  is  secreted  and  hydrolyzes  starch  to 
maltose,  a disaccharide,  and  maltotriose,  a tri- 
saccharide. Four  disaccharidases  located  in  the 
brush  border  of  the  absorptive  cells  - maltase, 
isomaltase,  sucrase,  and  lactase  hydrolyze  the 
oligosaccharides  and  disaccharides. 

Protein  absorption  starts  in  some  degree  in 
the  stomach  but  is  mainly  due  to  pancreatic 
enzymes,  such  as  chymotrypsin  and  trypsin. 
Trypsin  is  secreted  as  an  inactive  precursor 
trypsinogen  and  is  activated  by  an  intestinal 
enzyme  called  enterokinase. 

General  tests  for  malabsorption  are  many. 
One  is  the  serum  carotene.  This  is  a very 
simple  screening  test.  The  problem  is  its  non- 
specit’icity.  Any  patient  who  has  decreased  in- 
take of  this  precursor  of  vitamin  A because  of 
poor  diet  or  other  reasons  will  have  a low  caro- 
tene. This  is  a special  carotene  absorption  test 
which  we  can  run  but  this  takes  a few  days. 

One  of  the  best  examinations  for  malabsorp- 
tion is  an  exam  for  steatorrhea.  A 72-hour 
quantitative  stool  fat  is  still  a basic  test  but 
very  unpopular  amongst  those  who  have  to 
perform  it.  Also  the  correct  and  complete  col- 
lection of  stool  samples  on  people  on  a definite 
amount  of  fat  intake  is  hard  to  do  even  in  a 
hospital  setting.  Microscopic  exam  for  stool 
fat  is  available  in  this  laboratory  and  can  be 
read  with  some  success  with  experience. 

Another  good  screening  test  is  the  d-xylose. 
This  is  a pentose  which  is  absorbed  in  the  je- 
junum. Both  urine  and  blood  levels  are  run 
after  a 25  gm.  oral  dose  is  given.  The  test 
will  be  completely  normal  with  pancreatic  mal- 
absorption but  intestinal  malabsorption  will 
give  an  abnormally  low  level  in  the  blood  and 
low  output  in  the  urine.  The  presence  of  ascites 
can  give  a false  low  value  in  the  absence  of 
malabsorption  due  to  accumulation  of  the  ! 

DAKOTA 


d-xylose  in  the  ascitic  fluid. 

A very  helpful  test  is  the  Schilling  vitamin 
B,o  absorption  test.  This  can  be  done  in  three 
phases:  1)  without  intrinsic  factor  or  anti- 
biotic, 2)  with  intrinsic  factor,  and  3)  with  an- 
tibiotic. In  all  types  of  malabsorption,  the  first 
phase  test  will  be  abnormal.  If  a normal  ab- 
sorption occurs  after  the  addition  of  intrinsic 
factor,  the  defect  is  due  to  intrinsic  factor  lack 
as  seen  in  pernicious  anemia  or  gastrectomy. 
If  antibiotics  and  not  intrinsic  factor  correct 
the  defective  absorption,  a blind  loop  syndrome 
such  as  seen  in  diverticula  of  the  small  bowel 
or  afferent  loop  stasis  can  be  suspected.  If  the 
Schilling  test  shows  abnormally  low  urinary 
excretion  in  all  three  phases,  then  one  can  be 
certain  that  the  defect  is  in  small  bowel  ab- 
sorption. 

One  should  not  forget  that  the  radiologist 
can  be  very  helpful.  If  the  small  bowel  follow- 
through  is  ordered,  a characteristic  small  bowel 
pattern  is  seen  in  malabsorption.  A flat  film 
of  the  abdomen  for  pancreatic  calcification  may 
also  lead  one  to  suspect  pancreatitis. 

Glucose  tolerance  test  will  be  flat  in  malab- 
sorption. This  is  a nonspecific  but  sometimes 
helpful  test.  In  cases  of  Zollinger-Ellison  syn- 
drome, gastric  analysis  or  a serum  gastrin  by 
radioimmunoassay  can  be  helpful. 

Giardia  Lamblia  is  an  increasing  cause  of 
malabsorption  especially  in  cases  of  hypogam- 
maglobulinemia. This  can  be  diagnosed  by  stool 
examination  but  sometimes  only  by  duodenal 
aspirate.  Specific  intolerance  for  sugars  can 
be  done  with  specific  tolerance  tests  such  as 
the  lactose  tolerance  test. 

When  all  is  said  and  done,  one  may  have  to 
come  down  to  doing  an  intestinal  biopsy.  This 
can  be  done  with  any  number  of  devices.  The 
one  I use  is  the  Crosby  capsule.  The  following 
are  disorders  in  which  the  biopsy  is  invariably 
diagnostic  - celiac  disease,  sprue,  Whipple’s 
disease,  abetalipoproteinemia,  and  agammaglo- 
bulinemia. The  next  list  is  a group  of  disorders 
in  which  the  biopsy  may  or  may  not  give  a 
specific  diagnosis  - intestinal  lymphoma,  intes- 
tinal lymphangiectasia,  eosinophilic  enteritis, 
systemic  mastocytosis,  giardiasis,  coccidiosis, 
strongyloidiasis,  cappillariasis,  amyloidosis,  re- 
gional enteritis,  hypogammaglobulinemia,  and 
dysgammaglobulinemia.  The  following  diseases 
have  an  abnormal  small  bowel  biopsy  but  it  is 
not  diagnostic  - tropical  sprue,  folate  de- 
ficiency, B12  deficiency,  radiation  enteritis,  Zol- 


linger-Ellison syndrome,  stasis  with  intra- 
luminal bacterial  overgrowth,  drug  induced 
lesions  (antimetabolizes,  neomycin),  and  mal- 
nutrition. Lastly  the  biopsy  is  normal  in  the 
following  causes  of  malabsorption  - postgas- 
trectomy malabsorption  without  intestinal 
mucosal  disease,  pancreatic  exocrine  insuf- 
ficiency, cirrhosis,  functional  small  bowel  dis- 
ease (irritable  colon  syndrome,  nonspecific 
diarrhea) . 

In  conclusion,  then,  I think  with  the  high 
index  of  suspicion  and  some  reasonably  simple 
laboratory  tests,  the  diagnosis  of  malabsorption 
syndrome  can  be  confirmed  and  the  cause  of 
the  malabsorption  determined.  As  the  patient 
often  responds  dramatically  to  therapy,  as  in 
this  case,  malabsorption  is  certainly  a worth- 
while disease  to  consider. 

DR.  KAHLER:  I am  glad  to  hear  this  pa- 

tient did  so  well  as  I have  had  the  fortune  to 
have  some  patients  respond  well  to  treatment. 
I hope  the  patient  does  not  develop  a lymphoma 
as  this  is  a known  complication.  I also  want  to 
remind  everybody  that  if  the  patient  has  in- 
fections with  malabsorption,  immunoglobulins 
should  be  performed. 

DR.  BARLOW:  Yes,  patients  with  IgA  de- 

ficiency often  have  malabsorption.  Also  Dr. 
Heremans  of  the  Mayo  Clinic  has  described  a 
syndrome  of  dysgammaglobulinemia  with  ab- 
sent IgA  and  IgM  immunoglobulins  and  a mod- 
erately decreased  IgG  immunoglobulins.  The 
patient  is  usually  susceptible  to  infections  and 
has  diarrhea  and  steatorrhea.  Giardia  Lamb- 
lia in  the  stools  is  found  and  there  is  also  a 
nodular  lymphoid  hyperplasia  of  the  small  in- 
testine. 
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Physician  Education  Program  in  Family 
Planning  at  UCLA.  Sponsored  by  the 
American  College  of  Obstetrics  and  Gyne- 
cology. Approved  for  credit  by  the  Ameri- 
can Academy  of  General  Practice.  Six  (6) 
courses  for  six  (6)  physicians  each  from 
January  through  June  1973.  Seven  day 
individualized  program  with  a “core”  cur- 
riculum and  elective  courses.  Didactic, 
clinical,  surgical,  and  community  experi- 
ence in  Family  Planning.  For  more  in- 
formation contact  Irvin  M.  Cushner,  M.D., 
OB-GYN  Department,  UCLA,  Center  for 
Health  Sciences,  Los  Angeles,  California 
90024.  Telephone:  (213)  825-1046. 
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. . . and  ask  for  Chuck  Bahnson.  He’s  one  of 
our  Registered  Representatives  in  Sioux  Falls.  And 
we  think  you’ll  be  happy  to  find  how  friendly  and 
competent  he  is  in  discussing  your  investment 
questions. 
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9,000  population  community  in  the  center 
of  the  Great  Lakes  of  Nebraska,  with  new 
hospital  under  construction,  offers  solo 
or  group  practice  opportunities  to  general 
practitioners.  Present  hospital  staff  in- 
cludes eight  general  practitioners,  two 
orthopedic  surgeons,  two  pathologists,  one 
radiologist,  one  urologist  and  one  cardio- 
logist. 
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3te  IS  IJOUA 

MEDICAL  ASSOCIATION 


News  Notes  • Changes  • Births  • News 


The  Huron  District  Medical 
Society  elected  the  following 
officers  for  1973:  Louis  Kar- 
len, M.D.,  De  Smet,  president ; 
David  Buchanan,  M.D.,  Hur- 
on, vice  president ; and  Emil 
Hofer,  M.D.,  Huron,  secre- 
tary-treasurer. 

The  ownership  of  Creighton 
Memorial  Saint  Joseph  Hos- 
pital, Omaha,  was  transferred 
to  Creighton  Omaha  Regional 
Health  Care  Corporation  ef- 
fective January  1.  The  pri- 
mary purpose  of  the  corpora- 
tion is  the  development  and 
operation  of  a new  medical 
center  as  an  affiliated  institu- 
tion of  Creighton  University 
and  its  Division  of  Health 
Sciences. 

R.  R.  Lawrence,  M.D.,  Mo- 

bridge,  was  elected  president 
of  the  Northwest  District 
Medical  Society.  L.  M.  Linde, 
M.D.,  Mobridge,  was  elected 
secretary  - treasurer  for  the 
new  year. 

Officers  for  1973  for  the 
Black  Hills  District  Medical 
Society  are  W.  E.  Jones,  M.D., 
Sturgis,  president;  J.  A.  Ko- 
varik,  M.D.,  Rapid  City,  vice 
president;  and  A.  J.  Barrett, 
M.l).,  Rapid  City,  secretary- 
treasurer. 


Joseph  Kass,  M.D.,  Rosholt, 
was  elected  president  of  the 
Whetstone  Valley  District 
Medical  Society  and  E.  J. 
Batt,  M.D.,  Sisseton,  was 
elected  secretary-treasurer  at 
the  quarterly  district  meeting 
held  in  Webster.  Thomas 
Bunker,  M.D.,  Aberdeen  pre- 
sented a program  on  hearing 
problems  in  children.  The  dis- 
trict also  unanimously  passed 
a resolution  calling  for  a mor- 
atorium on  prescribing  and 
dispensing  amphetamines  ex- 
cept in  a situation  where  a 
well-recognized  medical  indi- 
cation warrants  the  use  of 
amphetamines. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Homestake  gold  mine, 
Lead,  announced  the  appoint- 
ment of  Layne  E.  Carson, 
M.D.,  as  director  of  the  com- 
pany’s medical  department  to 
succeed  the  late  Dr.  Semones. 
Dr.  Carson  had  been  assistant 
medical  director  since  1966. 
Named  as  assistant  medical 
directors  were  Dr.  A.  Bvford 
Anderson  and  Dr.  Gerald  R. 
Herrin. 

Dr.  and  Mrs.  A.  P.  Reding, 

Marion,  attended  the  Ameri- 
can Medical  Association’s 
Council  on  Rural  Health  meet- 
ing held  in  Atlanta  on  Janu- 
ary 10-13. 

Officers  for  the  Pierre  Dis- 
trict for  1973  are  president  - 

R.  J.  Zakahi,  M.D.,  vice  presi- 
dent - Robert  Hayes,  M.D., 

and  secretary-treasurer  - J.  T. 

Cowan,  M.D. 


R.  D.  Green,  M.D.,  a long 
time  Sioux  Falls  resident, 
died  while  visiting  his 
daughter  in  Texas.  Before 
his  retirement  Dr.  Green 
served  as  Medical  Director 
for  the  Veterans  Adminis- 
tration Hospital  in  Sioux 
Falls.  He  was  an  honorary 
member  of  the  South  Da- 
kota State  Medical  Asso- 
ciation. 
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What’s  in  it  for  you? 

U.  S.  Savings  Bonds  are  one  way  to  take  stock 
in  America.  And  they’re  really  a great  way-because 
they  do  so  much  for  you.  U.S.  Savings  Bonds  are 
full  of  advantages  for  the  individual  saver. 


You  don’t  have  to  wait  forever 
for  your  money. 

Any  sizeable  savings  take  a while  to 
accumulate.  But  Bonds  now  mature 
faster  than  ever.  (5  years, 

10  months,  to  be  exact. ) So 
while  they’re  still  ideal 
for  long-term  plans, 

U.S.  Savings  Bonds 
can  now  work  for  your 
short-term  goals. 


Our  interest  rate  is  nothing 
to  scoff  at. 

E Bonds  yield  a healthy  interest  of 
5.5'  ( when  held  to  maturity  of  5 
years,  10  months  (4'  < the  first  year). 
And  remember,  there’s  a 10-year 
extension  privilege  beyond  maturity 
for  continued  earning. 


You  have  some  options 
with  taxes. 

First  of  all,  U.S.  Savings  Bond 
interest  is  exempt  from  all  state  and 
local  income  taxes. With  federal 
income  tax,  you  may  choose 
to  defer  reporting  your 
interest  until  the  Bonds 
are  redeemed  or  reach 
final  maturity  (which-  ^ 
ever  comes  first ) . 

And  if  you’re  building 
funds  for  education 


or  retirement,  you  have  special 
tax-saving  opportunities  that  are 
worth  looking  into. 

If  you  need  a shove  to  get  you 
saving,  we  can  do  that  too. 

All  you  have  to  do  is  sign  up  for  the 
Payroll  Savings  Plan  at  work.  Then 
an  amount  you  specify  is  set  aside 
from  your  paycheck  each  month  and 
used  to  buy  Bonds.  While  you  use 
your  take-home  pay  for  immediate 
needs,  you’re  also  building  a nice 
nest  egg.  Automatically. 

They’re  safe  from  bad  luck,  bad 
memory  and  bad  guys. 

Bonds  are  replaced 
if  destroyed,  lost  or 
stolen.  With  no  red- 
tape  hassles.  And  at 
no  cost  to  you. 

They  come  in  all  sizes, 
but  they  fit  everyone. 

Bonds  don’t  come  with  hearts  or 
lace,  but  they  offer  a lot  of  hope,  love 
and  encouragement.  For  someone 
special.  Bonds  are  a Gift  Certificate 
of  the  Imagination. 

U.S.  Savings  Bonds. 

What  it  comes  down  to  is 
taking  stock  in  yourself. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people 


develop  excessive  psychic  tension  and  need  your  counseling,, 


and  a feu  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  with  the  medical  and 

O 

social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  V alium  can  be  a most 
helpful  adjunct  to  your  counseling, 
lit  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
patients  receiving  V alium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  satin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients : 2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
to  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-Ii-Dose®  packages  of  1000. 
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A PAINFUL  THUMB 

WITH  REFERENCE  TO  OSTEOID  OSTEOMA 


Jeffrey  Sipsey,  M.D.* 

Boston,  Mass, 
and 

Robert  E.  Van  Demark,  M.D. 

Sioux  Falls,  S.  Dak. 


Persistent  pain  limited  to  an  individual  digit 
should  not  be  a perplexing  problem  for  the 
practitioner.  After  excluding  traumatic  liga- 
mentous or  bone  injury,  chronic  arthritis 
(gout,  rheumatoid),  foreign  bodies  and  osteo- 
myelitis, there  are  a few  less  common  etio- 
logies, each  with  rather  characteristic  signs 
and  symptoms.  Most  occur  in  the  younger  age 
groups. 

Subungual  exostoses  occur  only  occasionally 
in  the  hand  usually  in  the  terminal  phalanx  of 
the  index  finger.  They  remain  asymptomatic 
until  they  begin  to  displace  the  fingernail,  then 
becoming  quite  painful.  On  inspection  the  dis- 
tal phalanx  appears  enlarged  and  the  nail  ele- 
vated. Direct  palpation  exacerbates  the  pain. 
X-rays  show  a bony  protrusion  of  the  distal 
phalanx.  Complete  surgical  excision  is  cura- 
tive. 

Another  infrequent  cause  of  digital  pain  is 
the  glomus  tumor,  a hypertrophy  of  the  normal 
glomus.  The  glomus  is  a controlled  peripheral 
AV  anastamosis  or  shunt  whose  probable  func- 
tion is  to  regulate  peripheral  blood  pressure 
and  temperature  through  its  affects  on  the 
blood  flow.  Trauma  has  been  cited  as  the  etio- 
logic  agent  for  the  hyperplastic  transformation 
in  some  cases.  Fifty  per  cent  of  the  occurring 

*Senior  Preceptee  from  Tufts  University  School  of 
Medicine  on  assignment  at  Sioux  Falls 


glomus  tumors  are  subungual  in  location  and 
there  have  been  reports  of  its  occurrence  as  a 
primary  tumor  of  bone.  The  patient  complains 
of  severe  stabbing  or  burning  pain  which  may 
radiate  up  the  extremity.  Contact  or  tempera- 
ture change  may  evoke  the  symptoms.  Ex- 
amination reveals  a 3-5  mm.  red-blue  subungual 
discoloration  looking  as  a small  hemorrhagic 
area.  Palpation  reveals  a very  localized  area 
of  point  tenderness,  so  well  localized  that  it  can 
be  isolated  with  a pin  head.  Inflation  of  a blood 
pressure  cuff  above  systolic  pressure  should 
eliminate  the  pain  response.  X-ray  may  reveal 
erosion  of  the  phalanx  or  presence  of  cystic 
structure  when  the  tumor  is  within  bone.  Only 
surgical  excision  of  the  tumor  is  curative. 

Subungual  melanoma  in  the  digits  are  usually 
in  the  thumb.  They  are  black  lesions  without 
pain. 

Development  of  neuromas  or  extrinsic  pres- 
sure on  nerves  produces  digital  pain.  Neuromas 
develop  secondary  to  trauma — recurrent  irrita- 
tion from  underlying  exostoses  or  in  the  regen- 
erative response  after  nerve  laceration.  In  the 
latter,  all  the  nerve  elements  regenerate  form- 
ing a bundle  which  may  be  adherent  to  a wound 
scar  or  be  relatively  unprotected.  Thus,  palpa- 
tion and  mechanical  stimulation  produce  pain. 
There  will  be  no  other  specific  findings.  There 
have  been  reported  cases7  of  hyperplastic  pa- 
cinian corpuscles,  possibly  of  a traumatic  etio- 
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logy  which  produce  severe  digital  pain  by  com- 
pressing the  digital  nerve  as  will  fibromas. 

Pain  in  the  thumb  may  also  be  the  present- 
ing symptom  of  a middle  aged  waitress  or 
typist  with  DeQuervain’s  disease  (stenosing 
tenosynovitis).  Further  history  reveals  the 
pain  and  tenderness  to  be  more  characteris- 
tically at  the  radial  styloid  of  women  30-50 
years  old,  some  with  underlying  rheumatoid 
diathesis.  However,  the  predilection  for  women 
is  explained  by  the  greater  angulation  in  wom- 
en of  the  carpometacarpal  joint  producing  more 
friction  between  the  abductor  pollicis  longus 
and  extensor  pollicis  brevis  tendons  and  their 
tendon  sheaths.  This  results  in  inflammation 
and  eventual  stenosis.  Clinically  there  may  be 
a visible  or  palpable  nodule  at  the  radial  styloid 
or  the  tendon  sheaths  may  feel  thickened.  Pain 
is  produced  by  movement  of  the  thumb  or 
wrist,  or  by  direct  pressure.  Finklestein’s  test 
(with  thumb  in  the  palm,  fist  clenched,  ulnar 
deviation  produces  severe  pain  at  the  styloid) 
is  most  suggestive  of  the  diagnosis,  although 
some  feel  it  is  not  pathognomonic.  History  and 
x-rays  to  exclude  artritis,  ligamentous  strain 
and  ununited  scaphoid  fractures,  are  important. 
Conservative  treatment  with  splinting  and 
Cortisone  injections  is  highly  successful 
(90  C ) in  less  severe  cases  within  6 weeks  of 
onset.  In  chronic  cases  and  those  with  a thick- 
ened, palpable  tendon  sheath,  surgical  opening 
of  the  first  dorsal  compartment  is  indicated. 
At  this  time  one  should  search  for  and  excise 
any  aberrant  tendons  which  may  play  a role 
in  symptomatology.  One  should  also  verify 
that  the  tendons  are  not  in  separate  sheaths, 
for  symptoms  will  persist. 

Insidious  persistent  pain  in  young  patients 
(2nd  and  3rd  decades)  makes  one  wary  of 
malignancy,  though  osteogenic  sarcoma  and 
Ewing’s  sarcoma  rarely  occur  in  the  hand. 
There  may  be  associated  swelling  and  impaired 
function  of  the  digit.  Ewing’s  tumor  is  fre- 
quently associated  with  low-grade  fever.  X- 
rays  are  mandatory.  Osteogenic  sarcoma  may 
show  only  cortical  destruction  and  soft  tissue 
infiltrate  rather  than  Codman’s  triangle  and 
the  characteristic  sunburst  pattern.  In  small 
bone  involvement  with  Ewing’s  tumor,  the 
characteristic  fusiform  swelling  and  “onion- 
skin” periosteal  splitting  are  less  frequently 
seen.  Bone  biopsy  is  indicated.  The  prognosis 
is  only  slightly  better  than  for  tumors  located 
more  centrally. 


There  is  also  a benign  bone  tumor  that  pre- 
sents a similar  picture:  osteoid  osteoma.  Oc- 
curring predominantly  in  adolescents,  osteoid 
osteomas  usually  occur  in  the  femur  and  tibia. 
Clinically  the  lesion  presents,  after  6-24  months 
of  progressive  pain,  swelling  and  tenderness 
and  pain  at  night,  symptoms  which  are  satis- 
factorily relieved  by  aspirin,  which  some  feel 
is  a diagnostic  feature.  If  it  is  close  to  a joint 
space  or  a nerve  the  initial  complaints  re- 
semble arthritis  or  a peripheral  nerve  lesion. 

The  lesion  is  called  a nidus,  usually  less  than 
2 cm.  in  diameter.  Radiographically  the  nidus 
is  a radiolucent  defect  with  a surrounding  area 
of  dense  cortical  thickening  if  the  lesion  is 
cortical  or  subperiosteal,  the  latter  being  more 
infrequent.  There  is  little  sclerotic  reaction 
with  intramedullary  lesions.  The  nidus  may  or 
may  not  have  any  central  calcifications.  The 
x-ray  picture  and  history  are  very  characteris- 
tic, however,  tuberculosis,  syphilis,  and  Brodie’s 
abscess  present  somewhat  similar  pictures  and 
should  be  excluded,  the  only  method  at  times 
being  biopsy.  Grossly,  the  nidus  is  reddish- 
brown  in  color  and  well  demarcated  from  the 
surrounding  sclerotic  bone.  Its  texture  is  grit- 
ty. The  microscopic  appearance  of  the  nidus 
is  a network  of  osteoid  and  osseous  tissue  in  a 
highly  vascular  osteogenic  connective  tissue. 
Some  cases  have  been  followed  for  7 years  at 
which  time  spontaneous  resolution  occurred, 
but  generally  block  surgical  excision  provides 
immediate  relief  of  symptoms.  Recurrences  do 
occur5  but  these  are  ascribed  to  probable  inade- 
quate excision.  Pathologic  fractures  do  occur 
through  the  region  of  excision  if  too  much  sur- 
rounding sclerotic  bone  is  excised. 

Dahlin4,  in  a series  of  102  osteoid  osteomas, 
reported  only  4 involving  the  bones  of  the  hand. 
Carroll"  collected  the  28  reported  cases  of 
osteoid  osteoma  in  the  hand.  Five  occurred  in 
the  carpal  scaphoid  and  10  in  phalanges  of 
digits  other  than  the  thumb.  To  follow  is  a 
case  report  of  an  osteoid  osteoma  of  the  proxi- 
mal phalanx  of  the  thumb. 

(I 

CASE  REPORT 

This  15  year  old  white  male  entered  with  a 
chief  complaint  of  pain  in  his  right  thumb 
for  9 months,  which  had  progressively  in- 
creased in  severity.  For  a lesser  period  of  time 
he  noted  swelling  of  the  digit.  There  was  no 
history  of  trauma,  infection  or  febrile  episodes 
or  tuberculosis.  The  patient  had  previously 
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received  no  medical  treatment.  Physical  ex- 
amination revealed  a nonerythematous  swelling 
on  the  palmar  aspect  of  the  right  thumb  over 
the  proximal  phalanx  and  interphalangeal 
joint  (Figure  1).  Flexion  of  the  interphalan- 
geal joint  was  decreased  secondary  to  the  pain 
and  swelling.  Only  direct  pressure  over  the 
mass  just  below  the  interphalangeal  joint  ex- 
acerbated his  pain. 


Figure  1 

Photograph  of  right  thumb  showing  swelling  of  the 
proximal  phalanx. 


Figure  2 

Roentgenogram  showing  nidus  in  the  distal  volar  por- 
tion of  the  proximal  phalanx. 


X-rays  (Figure  2)  showed  a subperiosteal, 
radiolueent  area  in  the  distal  head  of  the 
proximal  phalanx  with  a central  calcification 
and  peripheral  sclerosis  of  the  cortical  bone. 
There  was  soft  tissue  swelling  over  the  lesion. 
His  sedimentation  rate  was  9 mm.  per  hour 
(Westergren) , temperature  98.8  F. 

At  operation  through  a midlateral  incision, 
a red-brown  subperiosteal  nidus  (Figure  3) 
was  excised  en  block  from  the  palmar  aspect 
of  the  distal  head  of  the  proximal  phalanx 
(Figure  4).  The  joint  space  was  not  violated 
by  the  excision.  The  defect  was  filled  with  an 


iliac  bone  graft.  On  the  first  post-operative 
day  the  patient  noted  relief  of  symptoms.  At 
followup  4 weeks  later  the  patient  remained 
symptomless  and  had  minimal  restriction  of 
interphalangeal  flexion. 


Figure  3 

Operative  exposure,  showing  the  nidus  in  the  phalanx. 


Figure  4 


Nidus  on  4 x 4 sponge. 


Figure  5 

Photomicograph  of  nidus  containing  typical  osteoid 
tissue  (Courtesy  of  Dr.  John  Barlow). 
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Pathologically  (Figure  5)  Dr.  John  F.  .Bar- 
low reported  as  follows:  “The  nidus  shows 

abundant  active  bone  formation  and  destruc- 
tion with  many  osteoblasts.  There  is  some 
fibrous  tissue  at  the  periphery  as  well  as 
marked  remodeling  of  bone.” 
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SELENIUM  AND  PUBLIC  HEALTH 

Arthur  W.  Kilness,  M.D. 

Rapid  City,  South  Dakota 


Selenium  is  a nonmetallic  element  related  to 
sulphur  chemically.  Its  compounds  are  more 
toxic  than  arsenic.  Allaway1  believes  that  se- 
lenium compounds  may  be  the  most  toxic  in 
the  earth’s  environment  on  a molar  basis.  This 
report  is  concerned  with  the  relationship  of 
selenium  to  public  health.  Significantly  high 
levels  of  selenium  have  been  found  in  the  urine 
and  blood  of  family  members  living  in  seleni- 
ferous  areas  of  South  Dakota  and  Wyoming 
during  the  past  eighteen  months. 

Selenium  toxicity  was  not  considered  to  be 
of  more  than  academic  interest  until  Robinson2 
demonstrated  toxic  concentrations  of  selenium 
in  cereal  grains  grown  in  certain  sections  of 
South  Dakota  in  1933.  Following  this  report,  a 
definite  relationship  between  the  selenium  con- 
tent of  a large  number  of  cereal  crops  and  often 
crippling  and  sometimes  fatal  poisoning  of  live- 
stock was  established.  Previous  to  this  time, 
selenium  toxicity  in  cattle  had  often  been  er- 
roneously referred  to  as  “alkali  disease.” 

The  United  States  Public  Health  Service  first 
directed  its  attention  to  the  selenium  problem 
in  the  mid  1930’s  when  Smith,  Franke,  and 
Westfall3  made  a preliminary  survey  to  deter- 
mine the  possibility  of  selenium  toxicity  in 
people  living  in  selenium-endemic  areas. 

They  selected  members  of  the  rural  popula- 
tion living  in  seleniferous  areas  in  western 
South  Dakota,  Wyoming  and  northern  Nebras- 
ka. In  this  initial  survey,  they  checked  ninety 
families,  securing  one  hundred  twenty-seven 
urine  specimens.  Assays  revealed  that  over 
64%  of  the  urine  samples  contained  selenium 
in  amounts  from  .1  parts  per  million  to  1.33 
parts  per  million.  The  question  as  to  the  ef- 


fects of  selenium  on  the  health  of  the  persons 
tested  remained  unanswered  although  they  re- 
ported that  relatively  high  urinary  selenium 
levels  were  most  often  associated  with  patho- 
logical disturbances  of  the  nails,  with  gastro- 
intestinal disorders,  and  with  “icteroid”  skin. 
No  other  studies,  such  as  liver  function  studies 
or  studies  of  the  gastro-intestinal  tract  were 
done  in  this  initial  survey  by  the  United  States 
Public  Health  Service.  Therefore,  no  objective 
information,  except  for  the  high  urinary  seleni- 
um levels,  could  be  obtained  for  syndromes  suf- 
ficiently characteristic  to  be  ascribed  to  the  in- 
gestion of  selenium. 

In  the  above  study  and  in  a succeeding  sur- 
vey by  the  United  States  Public  Health  Ser- 
vice4 the  following  year,  the  selenium  content 
of  milk,  eggs,  and  meat  showed  the  high- 
est concentration.  The  amount  of  selenium  in 
eggs  ranged  from  .25  parts  per  million  to  9 
parts  per  million.  Fifty  milk  samples  were 
tested  and  44  samples  showed  selenium  con- 
centrations ranging  from  .16  to  1.27  parts  per 
million.  However,  there  was  no  attempt  to  di- 
rectly relate  selenium  levels  in  urine  with  the 
diet  of  individuals  involved  in  the  original  sur- 
vey. It  did  show  that  large  amounts  of  seleni- 
um in  milk,  meat  and  eggs  were  being  con- 
sumed by  people  in  seleniferous  areas. 

Lemley3  was  the  first  physician  in  the  mid- 
west to  report  on  chronic  selenium  toxicity  in 
man.  He  described  a rancher  in  northwestern 
South  Dakota  with  recurrent  bouts  of  derma- 
titis, characterized  by  marked  pruritus  in- 
volving the  face,  neck,  chest,  forearms,  ab- 
domen and  both  legs.  The  skin  lesions  were 
pustular  in  type  and  involved  roots  of  hair 
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follicles.  This  dermatitis  appeared  after  the 
ingestion  of  meat  products  and  vegetables 
raised  on  his  farm  which  contained  large 
amounts  of  selenium.  Upon  hospitalization,  he 
was  treated  with  bromobenzene  with  clearing 
of  skin  lesions  concomitant  with  a marked  re- 
duction of  urinary  selenium  levels.  The  ranch- 
er later  was  found  to  have  cirrhosis  of  the 
liver. 

Additional  cases  of  selenium  dermatities 
were  later  described  by  Lemley  and  Merry- 
man'1.  In  this  second  report,  more  than  30  in- 
dividuals from  North  Dakota,  South  Dakota, 
Montana,  Wyoming,  and  Nebraska  were  found 
to  show  various  degrees  of  skin  lesions  or 
rashes  with  folliculitis  over  the  hairy  surfaces 
of  the  body,  in  addition  to  complaints  of  ex- 
cessive fatigue,  listlessness,  depression,  and  in 
some,  cases  complaints  of  dizzyness  with  ver- 
tigo. Again,  urinary  selenium  levels  were 
found  to  be  elevated.  The  sources  of  selenium 
for  these  people  were  home-grown  vegetables, 
eggs,  meat,  and  milk.  Elimination  of  selenium 
from  their  diet  as  much  as  possible  produced 
clearing  of  their  lesions  and  marked  improve- 
ment in  their  general  health. 

Although  Lemley’s  work  demonstrated  the 
adverse  effects  of  selenium  on  the  health  of 
some  persons  residing  in  seleniferous  areas,  no 
follow-up  public  health  survey  with  an  ap- 
propriate control  group  has  been  made  since 
the  initial  surveys  by  the  United  States  Public 
Health  Service  in  highly  seleniferous  areas 
over  thirty  years  ago. 

The  author  has  visited  many  of  these  seleni- 
ferous areas  during  the  past  year  and  has  been 
shown  crippled  and  malnourished  livestock  as 
a result  of  selenium  toxicity.  Livestock  raisers 
are  often  forced  to  sell  these  animals  at  a dis- 
count on  the  market  because  of  their  inferior 
condition.  There  is  also  a loss  on  many  of 
these  farms  because  of  an  unusually  high  inci- 
dence of  birth  defects  in  livestock  and  poultry. 
Selenium-induced  malformations  in  chick  em- 
bryos represent  excellent  examples  of  this 
mechanism.  Gruenwald7  described  malforma- 
tions caused  by  necrosis  in  the  embryo  illus- 
trated by  the  effect  of  selenium  compounds  on 
chick  embryos.  The  eggs  used  for  this  study 
by  Gruenwald  were  procurred  from  one  of  the 
seleniferous  areas  in  South  Dakota. 

At  the  present  time,  there  is  very  little 
known  concerning  the  tolerance  levels  of  sel- 
enium in  the  human.  Glover,  an  industrial  tox- 
icologist in  Great  Britain  with  many  years  of 


practical  experience  in  dealing  with  selenium,  in 
a paper  on  “Selenium  in  Human  Urine”8  rec- 
ommends that  a maximum  allowable  concentra- 
tion (MAC)  of  0.1  mg.  per  liter  (0.1  parts  per 
million)  of  selenium  in  urine  be  set  both  for 
rural  populations  living  on  seleniferous  soils 
and  for  industrial  workers  exposed  to  selenium 
or  its  compounds.  Glover  states  that  applicants 
for  employment  in  selenium-exposed  areas  are 
ruled  out,  initially,  if  they  have  a history  of 
upper  gastro-intestinal  tract  disease.  A true 
urticarial  type  of  generalized  dermatitis  is  also 
described  by  Glover  in  which  some  individuals 
become  sensitized  to  minute  crystals  of  seleni- 
um dioxide  in  the  air.  When  this  happens,  the 
individual  is  removed  from  any  work  involving 
selenium.  While  quantitatively,  these  conse- 
quences occurring  in  individuals  exposed  to  in- 
dustrial sources  of  selenium  compounds  may  be 
somewhat  different  from  the  skin  lesions  and 
upper  gastro-intestinal  diseases  incurred  by 
individuals  in  rural  highly  seleniferous  areas, 
qualitatively  they  are  similar  to  the  lesions 
described  by  Lemley  in  rural  people  in  seleni- 
ferous areas. 

During  the  past  year,  we  have  made  a pre- 
liminary survey  of  50  members  of  some  fami- 
lies living  in  seleniferous  areas  of  South  Da- 
kota and  Wyoming.  The  chemical  analyses 
were  performed  by  the  Wyoming  State  Chemi- 
cal Laboratory,  Laramie,  Wyoming.  The  meth- 
od of  Watkinson9  was  used  for  these  studies. 
Results  of  this  preliminary  survey  are  shown 
in  Tables  1 and  2: 


Table  1 

Urinary  Selenium  Levels 
(50  individuals  tested) 


Selenium  in 
Urine 
( Parts  per 
Million) 

.02  to  .09 
.1  to  1 
over  1 


Percentage 
of  Samples 
14% 
78% 

8% 


Table  2 


Blood  Selenium  Levels 
(34  individuals  tested) 


Selenium  in 
Blood 
( Parts  per 
Million) 

.1  to  .19 
.2  to  .24 
.25  to  .9 


Percentage 
of  Samples 
35.3% 
23.5% 
41.2% 
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The  average  level  of  selenium  in  urine  for 
people  in  nonseleniferous  areas,  based  on  pre- 
vious studies  by  Sterner  and  Lidfelt10  in  1941 
and  by  Glover6  in  1967,  is  about  .03  parts  per 
million.  Eighty-six  percent  of  the  50  individu- 
als we  checked  from  seleniferous  areas  exceed 
Glover’s  recommended  maximum  allowable  con- 
centration of  selenium  in  the  urine. 

With  reference  to  Table  2,  comparatively  few 
studies  have  been  done  on  selenium  levels  in 
blood  of  humans.  One  of  the  studies  of  selenium 
levels  in  human  blood  in  the  United  States  is 
that  of  Allaway  et  al.11  They  found  significant- 
ly high  selenium  blood  levels  in  Rapid  City, 
South  Dakota,  and  Cheyenne,  Wyoming,  with 
values  running  from  0.20  parts  per  million  to 
0.34  parts  per  million.  Of  the  34  individuals 
we  checked  from  known  seleniferous  areas, 
41%  have  significantly  elevated  blood  levels 
of  selenium.  Additional  studies  of  blood  seleni- 
um levels  are  needed  from  individuals  in  highly 
seleniferous  areas  and  these  should  be  checked 
against  areas  in  the  eastern  part  of  South  Da- 
kota where  selenium  problems  are  not  present. 

Although  extensive  investigations  of  the  ef- 
fects of  selenium  on  animals  have  been  made, 
relatively  little  research  has  been  done  on  the 
effects  of  selenium  on  human  beings.  Rosen- 
feld  and  Death12  state  “means  of  safeguarding 
the  public  health  within  the  seleniferous  areas 
should  be  given  special  consideration.’’ 

Additional  studies  of  people,  animals,  food 
products,  and  soils  of  seleniferous  areas  of  the 
Midwest  are  needed  in  order  to  evaluate  the 
public  health  implications  of  the  continued  in- 
gestion of  sub-toxic  amounts  of  selenium  com- 
ing from  agricultural  products  grown  in  a 
seleniferous  area.  We  suggest  that  animals 
not  be  studied  less,  but  that  humans  be 
studied  more. 
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Physician’s  unions  have  been  in  the  lime-light  during  the  past  year  and  would  seem  to  be 
an  appropriate  topic  for  discussion  at  this  time.  Unions  are  clearly  defined  in  the  law  and  oper- 
ate within  a narrow  framework.  Employees  (salary  or  wage  earners)  may  unite  to  bargain  col- 
lectively with  their  employers  for  improvement  in  the  terms  or  conditions  of  their  employment. 
In  all  cases  the  relationship  of  employer-employee  is  involved.  Any  organization  whose  members 
are  defined  as  self-employed,  therefore,  does  not  fit  the  legal  definition  of  a union.  Therefore, 
such  an  organization,  whatever  it  calls  itself,  is  not  allowed  the  special  statutory  immunities 
granted  trade  unions  and  is  not  free  to  engage  in  collective  bargaining.  Attorneys  have  pointed 
out  that  overwhelming  legal  problems  are  likely  to  arise  if  an  organization  acts  or  even  threatens 
to  act  like  a union,  and  the  matter  of  collective  bargaining  raises  significant  professional  questions. 
With  whom  would  a physician’s  union  bargain?  For  most  any  group  of  employees,  the  answer  is 
simple — with  the  employer.  However,  physicians  are  not  employees.  Unions,  as  well  as  associa- 
tions, have  been  held  to  be  in  violation  of  the  Sherman  Anti-trust  Act  further  complicating  effective 
action  by  such  groups.  According  to  Russell  B.  Roth,  M.D.,  President-elect  of  the  American  Medi- 
cal Association,  “at  this  particular  moment  in  history  where  few  physicians  are  employees  the 
prinicpal  of  unionization  doesn’t  have  much  to  offer.  To  belong  to  a union  at  this  moment  would 
be  just  one  more  set  of  dues  to  pay.”  It  is  felt  by  Dr.  Roth  and  others  that  if  the  situation  should 
change  and  we  eventually  get  into  an  employer-employee  situation  (such  as  an  employee  of  the 
government,  some  form  of  unionization  might  then  be  considered. 

Your  goal  and  mine,  and  that  of  organized  medicine,  is  to  remain  in  the  private  practice  of 
medicine,  and  if  our  efforts  in  this  regard  continue  to  be  successful,  unionism  would  seem  to 
have  little  place  in  American  medicine.  The  ultimate  weapon  of  unionism,  boycott  or  strike,  is 
repulsive  to  myself  and,  I believe,  to  most  physicians. 

W.  R.  Taylor,  M.D. 

President 
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INTRAVENOUS  REGIONAL  ANESTHESIA 

By:  David  F.  Piro,  M.D.,  F.A.C.S. 

Duane  P.  Mack,  C.R.N.A. 

Watertown,  South  Dakota  57201 


August  Bier1  in  1908,  first  devised  a method 
for  intravenous  regional  anesthesia  using  a 
tourniquet  and  Procaine  HCL.  Little  attention 
was  given  to  it  until  1963  when  Holmes2  re- 
ported his  results  using  Lidocaine  HCL  0.5%. 
More  recently  1971  Costley  and  Lorhan3  re- 
ported their  results  using  Mepivocaine  HCL 
in  252  patients  with  no  toxic  complications  be- 
ing noted. 

PATIENTS 

Since  April,  1969,  60  intravenous  regional 
anesthetics  using  Lidocaine  HCL  0.5%  have 
been  administered  to  58  patients  at  Memorial 
and  St.  Ann  Hospitals.  The  average  age  was 
45  years  with  an  age  span  of  16  to  89  years. 
There  were  42  male  and  16  female  patients. 
This  method  was  used  in  all  patients  who  re- 
quired surgery  on  their  distal  extremities  un- 
less there  was  drug  sensitivity  or  patient  re- 
fusal. 

AGENT 

The  agent  used  was  Lidocaine  HCL  0.5%  in  a 
dosage  of  3 mg/Kg.  body  weight.  More  agent 
may  be  required  for  the  leg  than  the  arm. 

TECHNIQUE 

The  first  step  is  to  insert  a plastic  canula 
into  a peripheral  vein  of  the  affected  extremity. 
Sheet  wadding  is  wrapped  about  the  upper 
arm  and  an  inflatable  double  tourniquet  placed 
for  later  use.  The  arm  is  now  elevated  and 
wrapped  with  an  ace  bandage  from  fingertips 
to  the  level  of  the  tourniquet  to  exsanguinate 
the  extremity.  The  upper  tourniquet  is  now 
inflated  to  the  preset  average  arm  pressure 
necessary  to  occlude  arterial  flow.  Lidocaine 


HCL  0.5%,  3 mg.  Kg.  of  body  weight  is  now 
injected  using  a 50  cc.  syringe  with  an  auto- 
matic one  way  valve  tubing  (Abbott  veno- 
valve).  This  valve  makes  it  possible  to  remove 
the  syringe  without  back  bleeding  when  more 
Lidocaine  is  required.  Leave  the  plastic  canula 
in  place  in  the  event  you  may  need  to  give 
more  Lidocaine.  After  a period  of  5 to  7 min- 
utes the  arm  is  sufficiently  anesthetized  that 
the  lower  tourniquet  is  now  inflated  and  the 
upper  one  released.  The  prospective  operative 
area  is  checked  frequently  with  a sharp  needle 
to  determine  the  degree  of  anesthsia.  Within  10 
minutes  in  our  experience  the  anesthesia  has 
been  complete  and  the  extremity  ready  for  sur- 
gical preparation  or  manipulation  of  a frac- 
ture. When  surgery  is  completed  the  tourni- 
quet is  slowly  released. 

The  following  points  should  be  stressed: 

1.  Meticulous  adherence  to  the  technique. 

(a)  Use  correct  concentration  and  amount 
of  Lidocaine  HCL  0.5%  using  3 mg/ 
Kg.  body  weight. 

(b)  Proper  application  of  tourniquet. 

(c)  Avoid  untoward  reactions  by  allowing 
15  to  30  minutes  of  elapsed  injection 

time  before  releasing  the  tourniquet, 
and  then  release  slowly. 

(d)  Have  a complete  knowledge  of  the 
pharmacology  of  the  local  anesthetic 
agent  used. 

(e)  Have  resuscitation  equipment  avail- 
able. 

2.  Avoid  anesthetic  agents  containing 

methyl  paraben  or  metabisulfate  as  they 

may  cause  phlebitis. 
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3.  The  duration  of  surgery  is  limited  by  the 
duration  of  the  anesthetic  agent  and  the 


tourniquet  time. 

RESULTS 

During  the  three  year  period  of  this  report, 
surgical  procedures  included: 

Closed  reduction  of  fracture  12 

Skin  grafting  9 

Finger  amputations  9 

Open  reduction  of  fractures  7 

Elective  excision  of  lesions 
(eg.  ganglions,  dupuytren’s 
contracture)  7 

Suture  and  debridement  of  wounds  7 
Tendon  repair  5 

I & D of  fascial  space  abscesses.  3 


The  average  length  of  time  of  the  procedure 
was  40  minutes  varying  from  10  minutes  to 
2 hours.  In  no  case  was  a supplemental  general 
anesthetic  or  intravenous  analgesic  agent  re- 
quired. There  were  no  cases  of  toxic  effects 
or  drug  sensitivity.  If  the  technique  is  care- 
fully followed,  failure  of  anesthesia  should 
rarely  occur. 

COMMENT 

Intravenous  regional  anesthesia  is  an  ex- 


tremely useful  and  effective  technique  in  both 
emergency  and  elective  surgery  of  the  ex- 
tremities. It  is  particularly  appropriate  in  the 
patient  who  has  recently  eaten  and  presents 
with  a full  stomach  or  for  other  reasons  is  a 
poor  general  anesthetic  risk.  This  method  also 
has  great  applicability  for  the  rural  physician 
confronted  with  a surgical  emergency  when 
there  is  no  other  qualified  person  available  to 
give  a general  anesthetic. 

SUMMARY 

Sixty  intravenous  regional  anesthetics  have 
been  administered  successfully  to  58  patients 
over  a 3 year  period.  No  additional  general 
anesthesia  or  intravenous  analgesia  has  been 
required.  We  have  found  this  method  to  be 
both  safe  and  reliable  with  no  toxic  effects  or 
drug  sensitivity  being  noted. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SEVENTY-SEVEN  YEAR  OLD 
ABDOMINAL  PAIN  AND 

John  F.  Barlow,  M.D.,  FCAP  * 

Pathologist-Editor 


CASE  NO.  M572607 

This  77-year-old  Caucasian  para  3003  postmeno- 
pausal female  entered  Sioux  Valley  Hospital  with  a 
ten  day  history  of  cramping  abdominal  pain  which 
progressed  until  one  day  prior  to  admission  when 
she  had  repeated  vomiting  without  blood.  An  enema 
produced  good  results  but  the  last  previous  bowel 
movement  had  been  four  days  previously. 

The  patient  had  been  hospitalized  at  another  hos- 
pital for  ten  days  for  dyspnea  on  exertion  and  ankle 
edema  in  addition  to  the  abdominal  pain.  She  had 
had  a two  year  history  of  the  above  symptoms  with 
cardiomegaly  and  had  been  on  digitalis  daily  and  a 
diuretic  for  some  months.  For  one  and  one  half  years 
she  had  had  an  “irregularity”  of  the  heart.  There 
was  a 14-pound  weight  loss  in  the  past  two  months 
before  admission.  Previous  hospitalizations  included 
admission  for  a vein  stripping  many  years  ago,  a 
cholecystectomy  22  years  ago,  an  appendectomy  30 
years  ago  and  an  episode  of  pyelonephritis  13  years 
ago.  The  patient  had  had  an  episode  of  thrombophle- 
bitis treated  at  home  with  rest  and  elevation  two 
months  previously. 

Physical  Examination:  height  5'  7",  weight  176  lbs., 
blood  pressure  158  systolic  and  80  diastolic,  pulse  76/ 
minute  and  irregularly  irregular,  temperature  98°F, 
respirations  20/minute.  The  patient  was  alert,  cooper- 
ative and  in  acute  distress.  The  patient  had  minimal 
cataracts  bilaterally  and  upper  and  lower  dentures. 
The  chest  was  clear  to  auscultation  and  percussion. 
There  was  atrial  fibrillation  but  no  murmur.  S-l  was 
split.  The  peripheral  pulses  in  all  extremities  were 
symetrical  and  normal.  The  patient  was  obese  with 
tympany  on  the  right  and  dullness  on  the  left.  There 
was  a suggestion  of  shifting  dullness  on  the  right. 
There  were  no  organs,  masses,  spasm,  or  tenderness. 
Rectal  and  neurological  examinations  were  negative. 

X-ray  Examination:  Flat  films  of  the  abdomen  on 
admission  showed  mild  dilatation  of  the  cecum  and 
distal  small  bowel.  There  was  no  intra-abdominal  air, 
calcific  or  mass  lesion.  There  was  some  osteoporosis 
and  moderate  degenerative  changes  in  the  osseous 
structures.  A repeat  the  following  day  showed  more 
colon  gas  but  no  change  in  small  bowel  gas.  Adynamic 
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ileus  was  suggested.  A barium  enema  showed  moder- 
ate diverticulosis  of  the  distal  colon  and  dilatation  of 
the  distal  small  bowel  with  gas.  A small  bowel  series 
showed  a normal  stomach  and  duodenum.  There  was 
an  abnormal  segment  of  proximal  jejunum  about 
35  cm.  long  with  thickening  and  spreading  of  the 
mucosal  folds  and  minimal  to  moderate  sized  sub- 
mucosal or  intramural  impressions  and  spreading  of 
loops  in  one  area.  A repeat  small  bowel  series  showed 
a fistula  between  two  loops  of  abnormal  bowel.  A 
sigmoidoscopy  was  negative. 

ECG  on  admission  - nonspecific  ST  and  T wave 
changes,  atrial  fibrillation,  frequent  premature  ven- 
tricular contractions.  A previous  ECG  in  1971  did 
not  show  atrial  fibrillation. 

Admission  Laboratory  Data  - Urinalysis:  amber, 

cloudy;  specific  gravity  1.021;  pH  5.5;  2+  proteinuria; 
negative  for  glucose,  ketone  bodies,  bile,  hemoglobin; 
microscopic  4-5  WBC/hpf,  1-2  RBC/hpf.  Hemoglobin 
15.3  gm/dl;  red  count  5.60  million/mm3;  hematocrit 
48  vol/dl;  mean  corpuscular  hemoglobin  27  micro- 
micrograms; mean  corpuscular  volume  86  cubic  micra; 
mean  corpuscular  hemoglobin  concentration  32%.  Total 
leukocyte  count  26,700 /mm3  with  95%  segmented 
neutrophils,  5%  lymphocytes.  The  neutrophils  showed 
toxic  granulation.  The  red  cells  were  normochromic, 
normocytic  and  the  platelets  normal  in  number  and 
morphology.  pH  7.35;  pC02  52  mm  of  Hg;  C02  con- 
tent 29  meq/L,  sodium  135  meq/L;  potassium  4.4  meq/ 
L;  chloride  100  meq/L;  amylase  94  units/dl;  fasting- 
glucose  178  mg/dl;  blood  urea  nitrogen  34  mg/dl. 

On  admission,  the  patient  was  placed  NPO  and  on 
intravenous  fluids.  A nasogastric  tube  was  placed 
and  put  on  suction.  The  abdominal  distention  persisted 
and  there  was  tenderness  in  the  left  midabdomen  but 
no  peristaltic  rushes.  Repeat  hemogram  on  6th  hos- 
pital day  showed  hemoglobin  12.6  mg/dl;  hematocrit 
39  vol/dl  and  total  leukocyte  count  17,700 /mm3  with 
82%  segmented  neutrophils,  2%  neutrophilic  bands, 
13%  lymphocytes,  1%  eosinophils  and  2%  monocytes. 
The  neutrophils  showed  toxic  granulation  but  the  red 
cells  and  platelets  were  unremarkable.  Repeat  on  the 
12th  hospital  day  showed  hemoglobin  of  9.8  gm/dl, 
red  count  3.70  million/mm3,  hematocrit  31  vol/dl, 
mean  corpuscular  hemoglobin  27  micromicrograms, 
mean  corpuscular  volume  82  cubic  micra  and  mean 
corpuscular  hemoglobin  concentration  32%.  Total 
leukocyte  count  5,800 /mm3  with  46%  segmented  neu- 
trophils, 16%  neutrophilic  bands,  5%  eosinophils,  31% 
lymphocytes,  2%  monocytes.  There  was  still  toxic 
granulation  of  the  neutrophils,  slight  anisocytosis, 
poikilocytosis  and  hypochromia  of  the  red  cells.  The 
platelets  were  normal  in  number  and  morphology.  A 
repeat  on  the  18th  hospital  day  was  almost  identical 
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to  the  preceding  except  the  hemoglobin  was  10.4  gm/ 
dl.  Repeat  electrolytes  during  hospitalization  were 
within  normal  limits.  A total  protein  was  5.2  gm/dl 
but  all  other  studies  on  a 12  panel  chemistry  were 
unremarkable.  The  patient  had  subjective  improve- 
ment with  less  distention  and  had  bowel  movements. 
The  small  bowel  x-rays  above  were  performed.  Ex- 
ploratory laparotomy  was  performed  on  the  19th  hos- 
pital day. 

DR.  JACK  DONAHOE:  This  patient  had  two 

major  disease  entities.  One  was  gastrointes- 
tinal disease  and  the  second  was  heart  disease 
with  probable  congestive  heart  failure  and 
atrial  fibrillation.  The  primary  nature  of  the 
heart  disease  was  probably  arteriosclerotic 
heart  disease.  The  atrial  fibrillation  was  evi- 
dently not  present  a year  prior  to  this  illness. 
We  do  not  have  all  the  data  and  history  but  I 
would  be  concerned  that  this  patient  may  have 
been  in  congestive  heart  failure  and  had  been 
taking  potassium  enseals  (enteric-coated  po- 
tassium) along  with  a thiazide  diuretic.  These 
enteric-coated  potassium  capsules  have  been 
taken  off  the  market  because  they  can  cause 
ulcers  of  the  small  bowel.  She  had  a history 
of  thrombophlebitis  and  this  always  suggests 
the  possibility  of  a malignancy  such  as  carcin- 
oma, or  a lymphosarcoma  or  Hodgkins  disease. 
She  had  a significant  weight  loss,  but  this  could 
have  been  on  the  basis  of  chronic  wasting  dis- 
ease or  diuretic  treatment  of  congestive  failure. 
She  had  quite  a prolonged  hospitalization  up  to 
three  or  four  weeks  before  her  surgery  was 
done.  Nineteen  days  of  that  hospitalization 
were  here.  That  is  correct,  isn’t  it? 

*DR.  WARREN  JONES:  Yes. 

DR.  DONAHOE:  The  patient  had  intestinal 

obstruction  as  demonstrated  by  the  history  and 
x-ray  findings.  Infection  was  present  as  evi- 
denced by  the  high  white  count  and  shift  to  the 
left  of  the  differential  count  and,  eventually,  by 
fever.  Initially,  she  had  vomiting;  but  had 
good  results  from  an  enema.  However,  subse- 
quent to  this  time,  she  did  not  have  bowel 
movements  or  results  from  enemas,  and  I would 
suggest  that  the  obstruction  in  the  gastro- 
intestinal tract  is  above  the  ileocecal  valve. 
The  patient  had  extensive  diverticulosis  of  the 
colon,  but  I doubt  that  this  is  of  significance 
in  this  case.  There  is  a possibility  that  the 
patient  had  small  bowel  diverticula  with  ob- 
struction or  perforation  with  abscess  forma- 

*Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital, Associate  Dean,  School  of  Medicine,  University 
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tion.  This,  of  course,  would  be  uncommon. 
The  patient  was  evidently  thought  to  be  too  ill 
or  to  have  infection  early.  Therefore,  she  was 
followed  without  operation  and  the  bowel  was 
allowed  “quiet  down.”  The  fever  and  white 
count  did  come  back  toward  normal.  One  fact 
I am  at  a loss  to  explain  was  the  sudden  drop 
of  hemoglobin.  The  patient  could  have  had  a 
chronic  slowly  developing  anemia  with  a drop 
in  the  hemoglobin  and  hematocrit  due  to  the 
toxicity  from  her  infection  and  poor  nutrition. 
However,  she  could  have  also  been  bleeding 
from  the  gastrointestinal  tract.  She  did  have 
malnutrition  as  manifested  by  slightly  low 
total  protein.  She  did  not  have  any  studies 
for  steatorrhea,  a prothrombin  time,  or  any 
studies  for  malabsorption.  She  did  have  an 
elevated  glucose  which  was  later  normal  on  a 
12-panel  test.  Was  the  high  glucose  taken 
while  there  was  glucose  running  in  an  I.V.  ? 

DR  WARREN  JONES:  Yes,  I believe  it  was. 

DR.  DONAHOE:  You  are  not  holding  any- 

thing back  in  the  protocol,  are  you? 

DR.  BARLOW : Not  intentionally. 

DR.  DONAHOE:  I guess  I can  take  a look  at 

the  x-rays  then. 

**DR  DORENCE  ENSBERG:  Since  the 

radiologist  is  not  here,  I will  show  these.  The 
first  film  is  the  chest  film  (not  shown). 

DR.  DONAHOE:  The  film  looks  pretty  nor- 

mal to  me  for  a woman  of  this  age. 

DR,  WARREN  JONES:  Do  you  think  the 

heart  is  enlarged? 

DR.  DONAHOE:  No,  I don’t. 

DR.  ENSBERG:  The  next  film  shows  the 

initial  flat  plate  of  the  abdomen  and  has  some 
gas  in  the  small  bowel.  A repeat  the  next  day 
shows  some  cecal  gas.  The  barium  enema  study 
shows  a marked  diverticulosis  of  the  colon  men- 
tioned in  the  protocol  (not  shown).  This  x-ray 
is  the  early  small  bowel  series  and  shows  some 
abnormality  in  this  region  of  the  bowel.  (Fig. 
I) 

DR.  WARREN  JONES:  I would  like  to  point 

out  right  here  that  the  radiologist  is  to  be  com- 
mended for  a very  astute  diagnosis.  If  you  will 
notice  in  this  region  of  the  bowel,  there  is  a 
characteristic  indentation  which  Dr.  DeClark 
called  thumb  printing.  He  suggested  the  entity 
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that  this  patient  had  just  on  the  basis  of  this 
film. 


Figure  I 

Arrow  points  to  the  indentations  of  the  bowel  often 
called  thumb  printing  which  enabled  the  radiologist 
to  make  the  diagnosis  of  ischemic  gastrointestinal  dis- 
ease in  this  case. 


Figure  I! 

The  loop  of  ischemic  small  bowel  is  readily  seen.  The 
arrow  points  to  the  area  where  a fistula  can  be  seen 
between  the  two  ends  of  the  bowel  loop. 

DR.  ENSBERG:  A later  small  bowel 

series  shows  more,  and  I will  show  this  film 
that  shows  this  abnormal  loop  of  bowel  with 
fistula.  (Fig.  II) 

DR.  DONAHOE : That  area  represents  a fis- 

tula and  not  a string  sign.  Is  that  correct? 

DR.  ENSBERG:  That  is  correct. 

DR.  DONAHOE : Without  delay,  I think  that 

this  patient  had  Crohn’s  disease  of  the  je- 
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junum.  The  differential  diagnosis  should  in- 
clude tuberculosis  of  the  small  bowel,  carcinoma 
of  the  small  bowel  with  perforation  and  abscess 
formation,  small  bowel  ulcers  from  the  inges- 
tion of  enteric-coated  potassium  enseals,  in- 
complete mesenteric  thrombosis  from  mesen- 
teric embolus  from  a fibrillating  heart,  carcin- 
oid of  the  jejunum,  and  eosinophilic  granuloma 
of  the  jejunum.  I can  only  comment  on  a few 
of  these.  There  is  no  history  that  suggests 
tuberculosis.  There  was  no  facial  flushing  and 
I doubt  that  the  diagnosis  of  carcinoid  was  con- 
sidered as  there  were  no  liver  function  tests 
and  no  studies  for  hydroxy-indol  acetic  acid 
in  the  urine  (HIAA).  The  x-ray  findings  with 
thickened  loops  in  the  fistula  certainly  are  in 
favor  of  regional  enteritis  or  Crohn’s  disease. 
The  fact  that  the  patient  had  absent  early  ab- 
dominal tenderness  in  the  course  is  in  favor 
of  Crohn’s  disease.  Weight  loss  and  anemia 
are  also  seen  in  Crohn’s  disease.  I might  sug- 
gest that  the  patient  has  had  her  disease  long- 
er than  is  indicated  in  the  protocol.  There  is 
also  definitely  a fistula  present  so  there  must 
have  been  an  abscess  which  walled  off.  I feel 
the  patient’s  edema  was  secondary  to  conges- 
tive heart  failure  with  atrial  fibrillation  and 
am  a little  surprised  there  was  no  cardio- 
megaly.  However,  the  absence  of  cardiomegaly 
could  be  explained  by  good  cardiac  manage- 
ment with  use  of  diuretics  and  digitalis.  I 
doubt  that  the  total  protein  was  low  enough  to 
attribute  the  edema  to  hypoproteinemia. 

DR.  JACK  DONAHOE'S  DIAGNOSIS 

1.  CROHN'S  DISEASE  OF  JEJUNUM. 

DR.  BARLOW : What  do  some  of  the  interns 

think? 

*DR.  DENNIS  REIS:  I agree  with  Dr.  Dona- 

hoe’s  diagnosis.  I question  that  there  was 
much  infection.  I would  expect  more  tender- 
ness or  spasm  or  signs  of  peritonitis  if  a per- 
foration had  occurred. 

**DR.  D.  G.  ORTMEIER : If  there  was  a fis- 

tula demonstrated  on  x-ray,  there  must  have 
been  a perforation. 

**:;:DR.  LLOYD  SWEENEY:  What  are  the 

most  likely  sites  for  emboli  from  atrial  fibril- 
lation? 

DR.  WARREN  JONES:  The  most  common 

sites  that  I have  seen  are  in  the  brain,  kidney, 
and  the  extremities.  They  can  go  to  the  bowel. 
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*DR.  HERB  SALOUM:  I also  agree  with 

the  diagnosis  but  suggest  the  possibility  of  a 
parasite  or  a ruptured  diverticulum.  I find  it 
hard  to  believe  a patient  in  this  area  of  the 
country  could  have  a parasitic  infection. 

DR.  DONAHOE:  I think  that  I would  like 

to  make  a point  that  the  ileum  was  probably 
involved  as  well  as  the  jejunum  in  this  case, 
even  though  it  doesn’t  show  on  x-rays. 

DR.  BARLOW : Dr.  Ensberg,  would  you  tell 

us  about  the  operative  findings? 

DR.  ENSBERG:  At  operation  there  were 

multiple  matted  loops  of  bowel  in  the  upper  je- 
junum about  2 feet  from  the  ligament  of  Treitz. 
I would  estimate  there  were  about  one  and 
one-half  feet  of  jejunum  in  this  process  which 
was,  resected. 


The  gross  specimen  shows  the  ulceration  in  the  mu- 
cosa and  the  probe  below  is  between  the  fistulous 
tract  demonstrated  on  the  previous  x-ray. 

DR.  BARLOW : The  first  gross  picture  shows 

a picture  of  the  resected  specimen.  The  probe 
is  through  the  fistula  demonstrated  on  the  x- 
rays.  (Fig.  Ill)  The  bowel  has  been  opened  in 
the  loop  demonstrated  in  the  x-ray  and  you  can 
see  that  there  is  marked  ulceration  in  the  mu- 
cosa. The  ulceration  can  certainly  explain  gas- 
trointestinal bleeding  and  the  drop  in  hemo- 
globin. The  fistula  formation  and  ulceration 
could  certainly  explain  the  signs  and  symptoms 
of  an  infection.  This  photomicrograph  shows 
ulceration  of  the  bowel  and  the  final  picture 
shows  organizing  thrombi  in  the  segmental 
veins  of  this  region  of  the  bowel.  (Figs.  IV  and 
V)  The  venous  thrombosis  is  in  the  mesentery. 

’Tntern,  Sioux  Valley  Hospital. 


Figure  IV 

Ulceration  of  the  small  bowel  mucosa  is  demonstrated. 


Figure  V 

This  picture  shows  the  organizing  thrombi  in  the 
segmental  mesenteric  vessels.  i 

There  is  no  intrinsic  vascular  disease  in  the 
vessels  so  arteritis  or  phlebitis  is  unlikely.  Since 
the  patient  had  atrial  fibrillation,  one  possibil- 
ity causing  the  whole  process  can  be  explained 
on  the  basis  of  atrial  fibrillation  with  mural 
thrombus  in  the  left  atrium  and  embolism  to 
the  segmental  mesenteric  arteries  and  second- 
ary ischemia  of  the  intestine  with  ulceration 
and  fistula  formation.  The  thrombosis  of  the 
veins  could  be  a primary  or  secondary  event 
but  I suppose  the  primary  venous  thrombi 
could  have  also  produced  this  picture. 
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FINAL  ANATOMIC  DIAGNOSIS 

1.  EMBOLUS  TO  MESENTERIC  ARTERY, 
SEGMENTAL  WITH  ORGANIZATION 
WITH  ULCERATION  OF  SMALL 
BOWEL  WITH  FISTULA  FORMATION 
(ATRIAL  FIBRILLATION) 

2.  POSSIBLE  PRIMARY  VENOUS  THROM- 
BOSIS OF  MESENTERIC  VEINS  WITH 
ULCERATION  AND  FISTULA  FORMA- 
TION. 

There  is  tremendous  spectrum  of  ischemic 
bowel  disease  which  may  affect  the  colon  or 
small  intestine.  This  varies  from  embolism  or 
thrombosis  of  the  major  arteries  with  intes- 
tinal infarction  which  is  dramatic  and  an  often 
fatal  emergency.  There  is  also  a syndrome  of 
intestinal  arterial  insufficiency  or  abdominal 
angina  which  often  precedes  this  infarction 
characterized  by  features  of  postparandial  ab- 
dominal pain,  anorexia,  weight  loss,  and  even- 
tually infarction  of  the  bowel.  Some  of  these 
cases  may  be  helped  by  vascular  surgery  if  it 
is  done  early  since  there  is  partial  occlusion 
of  the  circulation  to  the  intestine  in  the  su- 
perior mesenteric  artery  or  celiac  axis.  Also 
in  this  spectrum  is  the  infarction  of  the  bowel 
mucosa  or  entire  bowel,  either  segmentally  or 
diffusely  in  patients  in  shock  or  with  chronic 
cardiac  disease  without  vascular  occlusion.  The 
cause  of  this  infarction  is  probably  due  to  low 
cardiac  output  with  intestinal  ischemia.  The 
mucosa  is  most  sensitive  to  oxygen  deprivation 
and  undergoes  necrosis  first,  often  with  gastro- 
intestinal bleeding.  And  the  last  and  perhaps 
rarest  part  of  the  spectrum  of  bowel  ischemia 
is  embolism  or  thrombosis  of  a segmental  ar- 
terial branch  causing  bowel  hemorrhage,  per- 
foration, or  scarring  whth  contracture  from 
ischemia.  In  the  latter  there  is  usually  a his- 
tory of  a single  episode  of  melena  or  hema- 
tochezia  of  sudden  onset  with  other  symptoms 
mildly  suggestive  of  acute  abdomen.  The  out- 
come of  the  vascular  incident  varies  from  mild 
or  no  symptoms  to  stricture  and  perforation 
which  requires  surgery.  The  general  mechan- 
isms initiating  this  segmental  ischemic  process 
syndrome  include  1)  thrombosis  or  embolism 
in  the  major  branches  of  the  mesenteric  artery, 
2)  incarceration  of  a segment  in  a hernial  sac 
or  incarceration  or  intussusception  that  mech- 
anically occludes  the  blood  supply  to  a portion 
of  the  intestine,  3)  physical  damage  to  vessels 
following  aortic  or  abdominal  surgery,  and  4) 
any  condition  producing  vascular  mesenteric 


compression  and  bowel  ischemia.  5)  mesenteric 
arteritis.  Differential  diagnosis  includes  car- 
cinoma, inflammatory  bowel  disease  such  as 
regional  enteritis,  and  intestinal  hemorrhage 
associated  with  anticoagulant  therapy  or 
uremia.  With  the  increasing  proportion  of 
cases  of  atherosclerosis,  ischemic  bowel  disease 
is  sure  to  be  with  us  for  some  time.  In  this 
case  since  organizing  thrombi  were  present 
in  the  veins  of  the  mesentery,  it  is  possible 
that  primary  venous  thrombosis  caused  the 
whole  process.  On  the  other  hand,  the  thrombi 
may  have  been  secondary  to  the  inflammatory 
process  in  the  bowel.  Mesenteric  venous  throm- 
bosis does  occur  often  secondary  to  dehydra- 
tion, polycythemia,  phlebitis  or  stasis  from  ven- 
ous obstruction.  None  of  these  are  proved  or 
suggested  by  the  clinical  history  in  this  pa- 
tient. Dr.  Ensberg,  give  us  some  more  thoughts 
on  your  management  of  this  case. 

DR.  ENSBERG:  When  I first  saw  this  pa- 

tient I sort  of  leaned  toward  a diagnosis  of 
diverticulitis.  I thought  the  patient  had  a non- 
surgical  abdomen  with  an  inflammatory  mass. 
The  radiologist,  however,  made  a very  astute 
diagnosis  and  we  followed  the  patient  along. 

DR.  BARLOW:  On  my  brief  review  of  the 

literature  of  this  problem  of  ischemic  seg- 
mental gastrointestinal  disease,  one  article 
stated  very  clearly  that  these  patients  with  lo- 
calized intestinal  ischemia  often  do  not  require 
surgery  and  many  of  the  patients  do  very  well 
with  expectant  therapy. 

DR.  ENSBERG:  Yes,  I believe  that’s  true. 

This  is  why  we  followed  the  patient. 

DR.  REIS:  Would  you  describe  this  problem 

of  abdominal  angina  that  was  mentioned 
again? 

DR.  ENSBERG:  Well,  what  I think  what  Dr. 

Barlow  was  referring  includes  several  prob- 
lems. First  of  all,  an  embolus  may  occur  to  the 
superior  mesenteric  artery  and  what  part  of 
the  bowel  becomes  ischemic  depends  on  wheth- 
er the  embolus  lodges  proximal  or  distal  to  the 
origin  of  the  middle  colic  artery.  Since  the 
emboli  to  superior  mesenteric  artery  most  fre- 
quently lodge  just  proximal  or  just  distal  to 
the  take  off  of  middle  colic  artery,  conse- 
quences of  this  type  of  thrombosis  or  embolus 
are  disastrous.  If  I had  such  a patient,  I would 
attempt  surgery. 
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I think  that  the  syndrome  of  abdominal  an- 
gina as  Dr.  Barlow  is  referring  to,  also  includes 
a celiac  axis  syndrome  seen  in  several  situa- 
tions. The  first  is  seen  in  young  people,  often 
women,  who  have  partial  occlusion  of  the  celiac 
axis  by  the  median  arcuate  ligament  of  the 
diaphragm.  This  gives  rise  to  postprandial 
pain  and  weight  loss.  These  patients  are  often 
thought  to  be  psychoneurotic.  The  condition 
can  easily  be  relieved  by  simply  cutting  the 
median  arcuate  ligament.  In  older  patients 
arteriosclerotic  narrowing  of  the  celiac  axis 
or  superior  mesenteric  artery  can  give  rise  to 
a similar  postprandial  type  of  pain.  These  pa- 
tients also  can  sometimes  be  helped  by  vascular 
surgery. 

DR.  LLOYD  SWEENEY:  I think  this  syn- 

drome of  abdominal  angina  is  more  common 
than  we  might  suspect.  I have  seen  several  old 
people  who  have  terrific  pain  and  wasting  be- 
cause of  probable  vascular  insufficiency  to 
the  bowel  after  eating.  What  do  you  do  for 
these  patients?  They  are  often  over  80  and  I 
hesitate  to  send  them  to  a surgeon  for  defi- 
nitive vascular  surgery.  Can  you  give  small 
feedings  or  is  there  any  medication  that  these 
people  can  have  that  will  help  their  problem  ? 

DR.  WARREN  JONES:  I don’t  know  of  any- 

thing. 

DR.  WILLIAM  0.  ROSSING:  I know  of  no 

specific  treatment  for  this  type  of  problem. 

DR.  ENSBERG:  I would  also  like  to  mention 

so-called  ischemic  colitis  from  the  inferior  mes- 
enteric artery  syndrome.  Occlusion  of  this 
branch  often  occurs  in  aortic  surgery.  Symp- 
toms arise  when  there  is  not  enough  collateral 
circulation  to  the  colon.  The  patient  develops 
ischemia  to  the  left  side  of  the  colon  often  with 
severe  diarrhea.  On  sigmoidoscopy  the  mucosa 
has  a beefy  red  color  and  may  show  necrotic 
mucosa.  I think  I have  seen  this  syndrome 
at  this  hospital  after  aortic  surgery. 

DR.  BARLOW : Well,  certainly  there  are  a 

whole  host  of  things  that  may  happen  due  to 
ischemia  of  the  bowel.  We  have  touched  on  a 
few  of  them  and  I hope  we  will  think  of  them 
more  readily  in  the  future. 
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711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota  57104 
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News  Notes  • Changes  • Births  • News 


The  Pennington  County 
Chapter  of  the  March  of 
Dimes  announced  the  appoint- 
ment of  John  Slingsby,  M.D. 
and  N.  R.  Whitney,  M.D.  to 
the  Continuing  Advisory  Pro- 
fessional Committee.  This 
Committee  will  advise  the  or- 
ganization concerning  needs 
of  the  local  area  and  inform 
the  chapter  of  new  develop- 
ments in  equipment  and  ser- 
vices for  handicapped  chil- 
dren. 


John  J.  Billion,  M.D.  and 
Frederick  Entwistle,  M.D., 

both  of  Sioux  Falls,  were  in- 
ducted as  Fellows  of  the 
American  Academy  of  Ortho- 
paedic Surgeons  at  the 
group’s  annual  meeting  in 
Las  Vegas. 


The  South  Dakota  Heart 
Association  announced  the 
appointment  of  E.  H.  Hein- 
richs, M.D.,  Watertown,  as 
president  of  that  organization 
to  succeed  the  late  Dr.  B.  F. 
King. 


The  Governor’s  Committee 
Award  for  the  “Outstanding 
Physician”  in  South  Dakota 
was  presented  to  John  E. 
Hester,  III,  M.D.,  a physician 
at  the  Fort  Meade  V.  A.  Hos- 
pital. 


A.  P.  Reding,  M.D.,  Marion, 
was  elected  to  the  Executive 
Committee  for  the  Council  on 
Rural  Health  of  the  American 
Medical  Association.  He  was 
also  reappointed  to  the  Men- 
tal Health  Committee  of  the 
American  Academy  of  Family 
Physicians. 


C.  J.  McDonald,  M.D., 

Sioux  Falls,  was  awarded  the 
South  Dakota  State  College 
Award  for  Distinguished  Con- 
tributions to  the  History  of 
South  Dakota  at  the  fifth  an- 
nual Dakota  History  Confer- 
ence in  Madison. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  South  Dakota  Chapter 
of  the  National  Multiple  Scler- 
osis Society  announced  the 
election  of  Dagfinn  Lie,  M.D., 
Sioux  Falls,  to  its  Board  of 
Trustees  for  the  coming  year. 

Carlton  B.  Chapman,  M.D., 
Vice  President  and  Dean  of 
Dartmouth  Medical  School, 
spoke  to  the  students  and 
faculty  of  the  University 
Medical  School  on  “What 
Foundations  Ought  to  Do  for 
Health  Education.”  Dr.  Chap- 
man was  also  the  guest  lec- 
turer at  the  annual  Labora- 
tory of  Clinical  Medicine  Lec- 
ture in  Sioux  Falls  and  spoke 
on  “The  Impossible  Plight  of 
the  Independent  Two  Year 
Medical  School.” 


F.  C.  Totten,  M.D.,  long- 
time Lemmon  physician, 
died  at  the  age  of  88.  Dr. 
Totten  attended  Ensworth 
Medical  College  St.  Joseph, 
Missouri,  graduating  in 
1909.  He  came  to  Lemmon 
in  1912  where  he  practiced 
until  his  retirement  in  1968. 
He  was  a member  of  the 
Northwest  District  Medical 
Society,  the  South  Dakota 
State  Medical  Association 
■ and  the  American  Medical 
Association.  Survivors  in- 
clude his  widow,  one  daugh- 
ter, Mrs.  Lois  Norris,  and 
four  grandchildren. 
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COUNCIL  MEETING  MINUTES 

Saturday,  January  13,  1973 
Mitchell,  South  Dakota 


The  meeting  was  called  to  order  by  Dr.  Fred  Leigh, 
Chairman  of  the  Council.  Dr.  Leigh  introduced  Mr. 
Robert  Gleeson  who  is  the  student  representative  from 
the  Medical  School. 

Those  present  for  roll  call  were  Doctors  W.  R. 
Taylor,  T.  H.  Sattler,  R.  E.  Van  Demark,  R.  H.  Quinn, 
J.  J.  Stransky,  Fred  Leigh,  J.  T.  Elston,  David  Seaman, 
G.  E.  Tracy,  Bruce  Lushbough,  Harvard  Lewis,  B.  J. 
Begley,  Duane  Reaney,  James  Ryan,  Eldon  Bell,  and 
Mr.  Robert  Gleeson,  student  representative,  and  Com- 
mission chairmen,  Doctors  J.  B.  Gregg  and  E.  H. 
Heinrichs. 

Dr.  Tracy  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  regular  meeting  and  the 
special  meeting  inasmuch  as  they  have  been  published. 
The  motion  was  seconded  by  Dr.  Lushbough  and  car- 
ried. 

Dr.  Quinn  reported  on  action  taken  at  the  AMA 
Cincinnati  meeting  concerning  PSRO’s  and  founda- 
tions. He  stated  that  the  AMA  has  appointed  a com- 
mittee to  establish  guidelines  for  PSRO’s  and  that 
apparently  a foundation  established  by  a medical  as- 
sociation, if  it  meets  federal  criteria,  can  be  the  agent 
for  PSRO  activities.  He  reported  that  federal  law  re- 
quires that  a plan  for  PSRO  be  initiated  by  1974  and 
operating  by  1976.  Dr.  Muggly  reported  on  the  work 
of  the  Foundation  Committee  and  stated  that  several 
allied  health  organizations  are  interested  in  working 
with  the  Medical  Association  to  establish  a Foundation 
for  South  Dakota.  Dr.  Stransky  moved  that  the  Coun- 
cil defer  action  regarding  the  establishment  of  a foun- 
dation until  guidelines  have  been  received  and  that 
this  item  be  placed  on  the  agenda  for  the  April  Coun- 
cil meeting  and  that  the  Foundation  Committee  then 
proceed  with  the  Articles  of  Incorporation  including 
the  updated  regulations.  The  motion  was  seconded  by 
Dr.  Ryan  and  carried. 

Dr.  Quinn  moved  that  a task  force  be  appointed  to 
study  the  guidelines  being  established  for  PSRO’s  and 
report  back  at  the  April  Council  meeting.  The  motion 
was  seconded  by  Dr.  Elston  and  carried.  Dr.  Leigh  ap- 
pointed Dr.  Quinn  as  chairman  of  the  task  force  and 
other  members,  Dr.  Taylor,  Dr.  Elston,  Dr.  Stransky 
and  Dr.  Sattler. 

Dr.  Taylor  reported  on  the  medical  school  proposal 
and  the  establishment  of  a Citizens’  Advisory  Commit- 
tee which  is  disseminating  information  on  the  pro- 
posed four  year  school  to  the  people  of  the  state.  He 
reported  that  Smith  Kline  & French  Laboratories  will 
be  sending  a packet  of  information  on  the  proposal 
to  physicians  in  South  Dakota  and  other  select  people 
throughout  the  state.  He  also  reported  that  the  grant 
request  submitted  to  RMP  for  assistance  in  carrying 
on  this  information  campaign  was  rejected  for  the 
time  being.  Dr.  Tracy  reported  that  he  met  with  the 
Governor  regarding  the  Medical  Association’s  position 
concerning  the  proposed  four  year  medical  school,  and 
received  the  endorsement  of  the  Governor.  The  Coun- 
cil members  reviewed  an  editorial  which  appeared  in 
the  Brookings  paper  concerning  the  proposal.  Dr. 
Ryan  moved  that  the  Council  authorize  Dr.  Lush- 
bough to  answer  this  editorial  as  a member  of  the 
Council.  Dr.  Sattler  moved  that  each  Councilor  con- 
tact the  members  of  his  district,  if  at  all  possible,  and 
urge  their  continued  support  of  the  proposed  four  year 
medical  school  pilot  project.  The  motion  was  seconded 
by  Dr.  Lushbough  and  carried. 

Mr.  Johnson  briefly  discussed  the  physician’s  assis- 
tant project  and  stated  that  a bill  may  be  introduced 
into  the  legislature  although  one  has  not  been  pre- 
filed. The  Council  reiterated  its  position,  that  being 
the  Medical  Association  will  not  introduce  a Physi- 
cian’s Assistant  bill  this  year,  but  will  study  the  ef- 


fects of  the  pilot  project  for  possible  action  next  year 
and  would  endorse  the  continued  funding  of  the  pilot 
project  for  an  additional  year. 

Mr.  Johnson  reported  that  the  proposed  amendment 
to  the  Bylaws  of  the  South  Dakota  High  School  Ac- 
tivities Association  allowing  chiropractors  to  perform 
physical  exams  for  athletes  was  defeated.  Dr.  Tracy 
reported  that  the  Board  of  Control  regulations  state 
that  physical  examinations  for  athletes  cannot  be 
given  prior  to  August  of  each  year.  Dr.  Tracy  moved 
that  the  Council  express  to  the  Board  of  Controls  its 
feelings  that  the  beginning  and  ending  dates  for  ath- 
letic exams,  which  are  effective  for  a one  year  period, 
be  established  at  the  discretion  of  the  physician  or 
committee  of  physicians  administering  the  exams.  The 
motion  was  seconded  by  Dr.  Lushbough  and  carried. 

Mr.  Johnson  read  the  letter  from  the  Attorney  Gen- 
eral concerning  acupuncture  and  venipuncture  for  the 
Councilors’  information.  The  Council  adjourned  for 
lunch.  The  meeting  reconvened  at  1:30  p.m.  Mr.  John- 
son expressed  the  appreciation  of  the  Council  to  Mr. 
Erickson  and  Blue  Shield  for  sponsoring  the  luncheon. 

The  Council  reviewed  the  report  of  the  Budget  and 
Audit  Committee.  Dr.  Tracy  moved  that  the  Council 
accept  the  Budget  and  Audit  Committee  report.  The 
motion  was  seconded  by  Dr.  Reaney  and  carried. 

Dr.  Elston  moved  that  H.  J.  Borgmeyer,  M.D.,  Rapid 
City,  be  granted  honorary  membership  in  the  State 
Medical  Association.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried. 

The  Council  considered  the  letter  from  the  American 
Cancer  Society  concerning  uterine  cancer.  Dr.  Quinn 

AMERICAN  CANCER  SOCIETY 
South  Dakota  Division,  Inc. 

700  S.  Fourth  Ave.,  Sioux  Falls,  S.  D.  57104 
TO:  The  Council  of  the  South  Dakota  State  Medical 
Association 

FROM:  The  American  Cancer  Society,  South  Dakota 
Division,  Inc. 

SUBJECT:  UTERINE  CANCER 
Gentlemen : 

In  the  year  of  September  1,  1971,  through  August 
31,  1972,  the  American  Cancer  Society  expended 

$23,000,000  plus  on  various  types  of  cancer  research. 

Until  a cure  or  means  of  prevention  of  cancer  is 
found,  the  American  Cancer  Society  hopes  to  help 
make  people  aware  of  the  importance  of  early  diag- 
nosis in  cancer,  both  by  education  as  to  the  early  warn- 
ing signs  of  cancer  and  stressing  early  diagnosis  while 
there  is  still  a good  chance  for  a therapeutic  cure.  One 
area  where  this  is  possible  is  in  Uterine  Cancer. 

With  this  in  mind,  the  American  Cancer  Society  has 
established  a Task  Force  on  Uterine  Cancer  with  an 
objective  of  attempting  to  have  every  woman  over  the 
age  of  twenty,  to  whom  the  test  is  applicable,  have  a 
Pap  Smear  by  1976. 

Some  of  the  reasons  for  suggesting  this  are: 

1)  It  is  estimated  that  in  1973  there  will  be  ap- 
proximately 46,000  new  cases  of  Uterine  Cancer 
in  the  United  States. 

2)  There  will  be  some  12,000  deaths  from  uterine 
cancer  in  the  United  States  in  1973. 

3)  Some  70%  or  more  of  these  will  be  Cancer  of 
the  Cervix,  which,  as  you  well  know,  has  a very 
high  detection  rate  with  Pap  Smears. 

4)  The  five-year  survival  rate  with  localized  Cancer 
of  the  Cervix  is  78%;  this  falls  to  45%  or  less 
when  the  Cancer  is  invasive. 

Despite  the  fact  that  Pap  smears  have  been 
available  for  more  than  20  years,  only  53%  of  the 
women  over  the  age  of  20  have  ever  had  even  one 
Pap  Smear.  Only  22%  of  non- white  women  have  had 
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Paps  and  only  32%  of  women  with  a family  income 
under  $3,000  annually  have  had  a Pap  Smear.  Since 
the  low  income  and  non-whites  are  in  the  high  risk 
group,  the  American  Cancer  Society  hopes  to  help 
make  the  Pap  Test  available  to  these  women. 

The  South  Dakota  Division  of  the  American  Cancer 
Society  has  been  requested  to  cooperate  with  this 
National  Project.  This,  of  course,  is  only  possible  if 
we  have  the  sanction  and  support  of  the  State  Medical 
Society. 

Therefore,  as  President  of  the  South  Dakota  Di- 
vision of  the  American  Cancer  Society,  Inc.,  I hereby 
request  that  the  Council  of  the  South  Dakota  State 
Medical  Association  approve  the  State  Medical  Asso- 
ciation’s supporting  the  Cancer  Society’s  endeavor  to 
“Have  every  women  over  the  age  of  20,  to  whom  the 
test  is  applicable  have  a Pap  Test  by  1976.” 

Yours  truly, 

B.  T.  Otey,  M.D.,  President 
American  Cancer  Society 
South  Dakota  Division,  Inc. 

moved  that  the  Council  endorse  the  statement  with 
the  following  change  in  page  two,  paragraph  three, 
“Have  every  woman  over  the  age  of  eighteen,  to 
whom  the  test  is  applicable,  be  in  a program  of  an- 
nual Pap  Smear  tests  by  1976.”  The  motion  was  sec- 
onded by  Dr.  Bell  and  carried. 

Dr.  Quinn  reported  on  Aces  and  Deuces  membership 
and  the  problem  which  arose  at  the  AMA  Cincinnati 
meeting.  Dr.  Quinn  moved  that  the  South  Dakota 
State  Medical  Association  discontinue  its  membership 
in  Aces  and  Deuces.  The  motion  was  seconded  by  Dr. 
Elston  and  carried. 

The  Council  considered  the  request  from  the  U.  S. 
Pharmacopeial  Convention  for  the  appointment  of  a 
representative  from  the  Medical  Association  to  attend 
their  convention  in  1975.  Dr.  Lushbough  moved  that 
this  be  referred  to  the  Commission  on  Scientific  Medi- 
cine for  further  exploration  and  possible  appointment 
of  a representative  from  the  Commission  to  attend  the 
1975  convention.  The  motion  was  seconded  by  Dr. 
Begley  and  carried. 

Mr.  Richard  Erickson,  Executive  Director  of  South 
Dakota  Medical  Service,  and  Dr.  H.  Russell  Brown, 
member  of  the  Board  of  Directors,  discussed  HR  1 and 
its  effect  on  Blue  Shield  as  the  carrier  for  the  Medi- 
care contract.  They  stated  that  HR  1 allows  reimburse- 
ment by  Medicare  to  chiropractors  for  x-rays  which 
positively  show  a subluxation;  however,  the  regulations 
have  not  yet  been  drawn  and  it  is  unknown  by  whom 
this  determination  would  be  made.  They  also  stated  that 
the  Blue  Shield  contract  with  state  employees  allows 
chiropractic  services  to  be  covered  if  they  are  ordered 
by  someone  licensed  under  the  Medical  Practice  Act  ad- 
ministered by  the  State  Board  of  Medical  and  Osteo- 
pathic Examiners.  Dr.  Tracy  moved  that  the  Council 
commend  the  Blue  Shield  Board  of  Directors  and  the 
executive  director  for  their  thoughtful  and  careful  con- 
sideration of  HR  1 and  recommended  that  they  continue 
in  the  same  manner  unless  they  receive  further  direc- 
tion from  the  Blue  Shield  Corporate  Body;  and  that 
the  Council  endorse  their  actions.  The  motion  was 
seconded  by  Dr.  Bell  and  carried.  Mr.  Erickson  re- 
ported that  the  Blue  Shield  Board  of  Directors  at  the 
March  meeting  will  consider  increasing  the  benefits 
for  mental  illness  coverage,  either  by  increasing  the 
number  of  days  or  the  payments. 

The  Council  considered  the  appointment  of  the  South 
Dakota  Medical  School  Endowment  Board  of  Directors. 
Dr.  Stransky  moved  that  the  present  Board,  Dr.  E.  H. 
Peters,  Dr.  G.  E.  Tracy,  Dr.  Warren  Jones,  Dr.  B.  0. 
Lindbloom,  Dr.  F.  R.  Williams,  Dr.  C.  R.  Herbrandson 
and  Dr.  T.  H.  Willcoekson,  be  reappointed  for  a one 
year  term.  The  motion  was  seconded  by  Dr.  Begley 
and  carried. 

The  Council  considered  nominations  for  the  Dis- 
tinguished Service  Award.  A secret  ballot  was  taken 
and  the  recipient  will  be  announced  at  the  annual  meet- 
ing' in  June. 

The  Council  considered  nominations  for  the  Com- 
munity Service  Award.  The  recipient  of  this  award 
will  be  announced  at  the  annual  meeting  also. 


Dr.  Gregg  briefly  reported  on  the  activities  of  the 
Commission  on  Legislation  and  Governmental  Rela- 
tions with  regard  to  the  upcoming  legislative  ses- 
sion. 

Dr.  Hayes  furnished  background  information  to  the 
Council  on  the  possibility  of  the  Medical  School  under- 
taking a hypertension  study  in  the  state  of  South 
Dakota  in  1974.  Dr.  Elston  moved  that  the  Council 
support  the  concept  of  a hypertension  program  to  be 
carried  out  through  the  Medical  School.  The  motion 
was  seconded  by  Dr.  Tracy  and  carried.  It  was 
recommended  that  RMP  be  the  administering  agency 
and  that  the  Heart  Association  and  the  Medical  Asso- 
ciation be  contacted  to  plan  the  program  through  the 
Medical  School. 

Dr.  Heinrichs  reported  on  the  activities  of  the  Com- 
mission on  Scientific  Medicine.  He  stated  that  the 
scientific  session  of  the  annual  meeting  has  been  set 
with  the  exception  of  one  speaker.  He  requested  that 
a workshop  be  held  on  Thursday  afternoon  prior  to 
the  annual  meeting  on  postgraduate  medical  educa- 
tion. Dr.  Tracy  moved  that  a workshop  on  postgradu- 
ate medical  education  be  arranged  to  be  held  Thurs- 
day prior  to  the  annual  meeting.  The  motion  was 
seconded  by  Dr.  Ryan  and  carried. 

Dr.  Heinrichs  briefly  reviewed  the  report  of  the 
Ad  Hoc  Committee  to  Study  Commissions  which  met 
Friday  evening  prior  to  the  Council  meeting.  He 
stated  that  it  was  recommended  that  the  Commission 
on  Internal  Affairs  and  the  Commission  on  Communi- 
cations and  Liaison  be  combined  and  that  membership 
in  each  commission  be  increased  from  twelve  to  fifteen. 
The  Committee  also  recommended  that  a chairman  can 
request  the  resignation  of  a Commission  member  who 
does  not  attend  the  meetings,  and  that  various  areas 
of  interest  be  assigned  to  different  commissions  or 
eliminated.  A detailed  report  will  be  attached  to  the 
agenda  for  the  April  Council  meeting. 

Mr.  Johnson  informed  the  Councilors  that  the  As- 
sociation group  will  have  the  opportunity  to  enroll 
in  the  major  medical  program  along  with  their  Blue 
Cross-Blue  Shield.  However,  it  will  be  necessary  for 
75  percent  of  the  group  to  request  this  additional 
coverage  before  it  can  be  offered  to  the  group. 

Dr.  Heinrichs  discussed  the  Indian  health  care  prob- 
lem which  is  due  to  the  end  of  the  physician  draft  and 
the  lesser  number  of  physicians  at  PHS  hospitals  in 
the  state.  Dr.  Lushbough  moved  that  this  problem  be 
referred  to  the  Commission  on  Medical  Service  for 
study  and  recommendations.  The  motion  was  sec- 
onded by  Dr.  Bell  and  carried. 

Mr.  Johnson  informed  the  Council  that  possible  legis- 
lation concerning  the  Basic  Science  Board  may  be  in- 
troduced into  the  1973  legislature.  Dr.  Stransky  moved 
that  the  Council  support  the  Basic  Science  Board  as 
is.  The  motion  was  seconded  by  Dr.  Seaman  and  car- 
ried. 

Mr.  Johnson  reviewed  the  request  that  a representa- 
tive be  designated  to  attend  the  seminar  on  April  26, 
27,  1973,  in  Denver,  Colorado,  for  Medical  Directors  of 
Long  Term  Care  Facilities.  Dr.  Tracy  moved  that  Dr. 
Heinrichs  attend  this  seminar,  at  the  expense  of  the 
AMA.  The  motion  was  seconded  by  Dr.  Sattler  and 
carried. 

Mr.  Johnson  submitted  a request  from  a physician 
that  the  Grievance  Committee  handle  a claim  review. 
He  stated  the  claim  has  been  reviewed  by  the  District 
Utilization  and  Review  Committee  and  the  State  Utili- 
zation and  Review  Committee,  but  the  physician  is  not 
satisfied  with  recommendations  of  either  of  these  com- 
mittees and  wants  it  submitted  to  the  Grievance  Com- 
mittee. Dr.  Quinn  moved  that  the  executive  office 
inform  this  physician  that  the  Grievance  Committee  is 
not  the  proper  committee  for  claim  review  and  that  he 
be  invited  to  appear  at  the  April  Council  meeting.  The 
motion  was  seconded  by  Dr.  Bell  and  carried. 

The  next  Council  meeting  was  set  for  Saturday, 
April  28,  in  Sioux  Falls  preceded  by  a bar-b-que  at 
Dr.  Begley’s  summer  home  on  Friday  evening. 

The  meeting  adjourned  at  4:00  p.m. 


38 


SOUTH  DAKOTA 


SOUTH  JDLA  „K  OTA 


MEAL.1  

U NfVERSg^T^WY1JW 


73  Js  M 2273 


V H® 


Announcing . . . 

U-lOO  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 

Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


. 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

W arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b i d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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SOUTH  DAKOTA 


A BETTER  PLACE  TO 
PRACTICE  MEDICINE 

For  those  who  would  prefer  to  live  in  a 
warmer  climate,  avoid  the  big  city  schools, 
traffic  and  practice  problems ; contact  this 
multi-specialty  group,  located  in  a city  of 
100,000  people  in  North  Central  Texas. 
Specialists  in  Internal  Medicine,  Family 
Practice,  Pediatrics,  General  and  Ortho- 
pedic Surgery  are  needed  to  complement 
the  current  staff  of  twenty-one  full  time 
physicians. 

Contact  James  M.  Missler,  Adm. 
Wichita  Falls  Clinic-Hospital, 

1300  Eighth, 

Wichita  Falls,  Texas  76301 


WANTED  TO  BUY 

Examining  tables,  wall  and  base  medi- 
cal cabinets,  stools,  x-ray  equipment, 
wall  mounted  blood  pressure  and  eye, 
ear,  nose  and  throat  equipment,  not  over 
5 years  old. 

Contact  Drs.  Roberts  & Nafziger,  2912 
Hamilton  Blvd.,  Sioux  City.  Iowa  51104 
(712)  255-8841. 


EMERGENCY  ROOM 
PHYSICIANS  WANTED 

Present  group  successfully  servicing  2 ac- 
credited hospitals ; $30,000  guaranteed 
minimum  salary  plus  fringes,  includes 
month’s  vacation.  Preference  given  Emer- 
gency Room  Specialists.  Will  assist  with 
relocation.  Location,  small  friendly  city, 
easy  access  to  three  metropolitan  areas. 
Write  James  H.  Donaldson,  Jr.,  Adminis- 
trator, Mercy  Hospital,  1248  Kinneys 
Lane,  Portsmouth,  Ohio,  45662.  Include 
brief  resume. 


FAMILY  PRACTITIONER  — Minnesota 
community  of  2,000,  55  miles  from  Twin 
Cities,  needs  physician.  Retirement  leaves 
one  physician  in  residence.  Modern  com- 
munity-owned 30-bed  hospital ; construction 
of  55-bed  ECF  and  nursing  home  to  begin  in 
spring.  Modern  clinic.  Progressive  commun- 
ity with  many  young  families,  offering  fi- 
nancial opportunity  and  the  “good  life”. 
Contact  James  Deis,  Gaylord,  Minn.  55334, 
phone  612-237-2476  days  or  612-237-2870 
evenings. 
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AMERICAN  BOARD  OF 
FAMILY  PRACTICE  EXAMS 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  writ- 
ten certification  examination  on  October  20-21, 
1973  in  various  centers  throughout  the  United 
States.  Information  regarding  the  examination 
can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE : It  is  necessary  for  each  phy- 
sician desiring  to  take  the  examination  to  file 
a completed  application  with  the  Board  office. 

Deadline  for  reciept  of  applications  in  the 
Board  office  is  August  1,  1973. 


UNIVERSITY  OF  COLORADO 
SCHOOL  OF  MEDICINE 
THREE  SUMMER  COURSES  FOR 
THE  FAMILY  PHYSICIAN 

General  Practice  Review 
June  11-16,  1973 
YMCA  Conference  Center 
Estes  Park,  Colorado 


Internal  Medicine 
July  16-20,  1973 
YMCA  Conference  Center 
Estes  Park,  Colorado 


Pediatrics 

July  29-August  1,  1973 
The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 


For  a detailed  program  and  further  informa- 
tion, write  to: 

The  Office  of  Continuing  Medical  Education 
University  of  Colorado  School  of  Medicine 
4200  East  Ninth  Avenue 
Denver,  Colorado  80220 


NOW 

an  artificial  breast  so  real  it 
looks  and  feels  like  part  of  her. 


Kreiser’s  Surgical,  Inc. 

21st  & Minnesota 
Sioux  Falls,  South  Dakota 


CAMP  TRUFORM 


EXTERNAL  BREAST  PROSTHESIS 

• Ruby  Huber 

• Dave  Larson 

Experienced  Man  and  Woman 
To  Fit  Surgical  Garments 


Complete  Line  of: 


• Lumbosacral 
Supports 

• Support 
Stockings 

• Knee  Braces 

9 Maternity 
Garments 


9 Taylor  Braces 

9 Post  Operative 
Supports 

9 Cervical  Collars 

9 Traction 
Equipment 


10 


SOUTH  DAKOTA 


38 


CARDIOPULMONARY  RESUSCITATION  AT 
McKENNAN  HOSPITAL 


By  Thomas  A.  Polta,  M.D. 


INTRODUCTION 

Mc-Kennan  Hospital  is  a 380  bed  community 
hospital  serving  Sioux  Falls  and  the  surround- 
ing area.  The  hospital  maintains  a resuscitation 
team  available  on  24-hour  in-hospital  call.  This 
team  is  composed  of  an  M.D.  Intern,  a regis- 
tered nurse  anesthetist,  and  personnel  from  the 
departments  of  nursing  and  respiratory  ther- 
apy. The  team  responds  to  an  announcement 
over  the  paging  system,  and  assembles  within 
minutes  at  the  site  of  a cardiac  arrest.  An 
EKG  monitor,  direct  current  defibrillator, 
equipment  for  performing  endotracheal  intuba- 
tion, and  a cart  supplied  with  various  cardio- 
active drugs  (epinephrine,  lidocaine,  isopro- 
terenol, calcium  chloride,  sodium  bicarbonate, 
digitalis,  propranolol,  metraminol,  etc.)  are 
brought  to  scene  by  various  team  members. 

When  an  unexpected  cardiac  arrest  occurs  in 
the  hospital,  personnel  present  initiate  resusci- 
tative  efforts  according  to  the  method  popu- 
larized by  Kouwenhoven,  Jude,  and  Knicker- 
bocker.12 An  announcement  calling  the  resusci- 
tation team  is  made  simultaneously. 

Initial  measures  employ  closed  chest  cardiac 
massage  and  mouth-to-mouth  ventilation.  The 
patient  is  positioned  supine  on  a rigid  surface. 
His  neck  is  hyperextended  by  lifting  from  be- 
hind the  nape  of  the  neck,  and  any  obstructing 
debris  (including  dentures)  is  cleared  from  the 
oropharynx. 

Next,  one  rescuer  occludes  the  patients  nos- 
trils manually,  seals  his  lips  about  the  pa- 
tient’s, and  exhales  with  enough  force  to  inflate 
the  patient’s  lungs  (as  evidenced  by  chest  ex- 
pansion). The  patient  is  then  allowed  to  ex- 


hale passively,  and  this  procedure  is  repeated 
about  twelve  times  per  minute. 

The  second  rescuer  places  the  heal  of  one 
hand  over  the  lower  portion  of  the  patient’s 
sternum  with  his  other  hand  on  top.  Firm 
pressure  is  applied  in  quick  thrusts  with  force 
sufficient  to  depress  the  sternum  four  to  five 
centimeters.  Passive  elevation  of  the  sternum 
is  allowed  to  occur,  and  this  cycle  is  repeated 
about  sixty  times  per  minute. 

In  the  event  that  only  one  rescuer  is  present, 
he  quickly  insuflates  the  patient’s  lungs 
twice,  then  depresses  the  sternum  five  times, 
then  insuflates  the  lungs  once  again,  then  de- 
presses the  sternum  five  times.  This  cycle  is 
repeated  until  additional  help  arrives.  Most 
hospital  personnel  have  received  rather  inten- 
sive instruction  in  these  techniques  and  have 
had  opportunity  to  practice  on  “Resusci-Annie” 
manikens.  A sense  of  urgency  obtains  at  all 
times,  and  efforts  are  never  delayed  pending 
the  arrival  of  the  resuscitation  team. 

The  intern  directs  the  efforts  of  the  various 
team  members.  The  anesthetist  provides  ade- 
quate ventilation  with  an  “ambu”  bag  and  face 
mask  or — preferably — via  cuffed  endotrachael 
tube.  Cardiac  monitoring  is  instituted.  An  IV 
is  started. 

All  medications  are  given  at  the  direction  of 
the  intern,  with  an  aim  to  re-establishment  of 
spontaneous  pulse  and  blood  pressure.  Bicar- 
bonte  is  given  (usually  in  doses  of  44  meq. 
NaHCO.3  every  5-10  minutes)  to  reverse  sys- 
temic acidosis.  Ocacsionally  an  IV  drip  of  5% 
NaHCCb  or  0.3  M tromethamine  is  used. 
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The  intern  inspects  the  EKG.  In  a pulseless, 
apneic  patient,  one  of  three  situations  will 
obtain — ventricular  asystole,  ventricular  fibril- 
lation, or  cardiovascular  collapse. 

Asystole  will  be  due  either  to  failure  to  im- 
pulse formation  or  to  complete  A-V  block. 
Epinephrine  (0.5-1  mg.  IV  or  intracardiac), 
isoproterenol  (0.5  mg.  IV  or  intracardiac),  cal- 
cium chloride  (1  mg.  IV  or  intracardiac),  and 
atropine  (0.5-2  mg.  IV)  are  used  as  needed. 
Occasionally  a sharp  blow  to  the  precardium  or 
the  insertion  of  a needle  into  the  myocardium 
suffices  to  re-establish  a heart  beat. 

Ventricular  fibrillation  is  treated  with  direct 
current  counter-shock  of  400  watt-seconds,  re- 
peated as  necessary.  Lidocaine  (50-100  mg.  IV), 
procainamide  (100-500  mg.  IV),  diphenylhy- 
dartoin  (100  mg.  IV),  and  propranolol  (1-3  mg. 
IV)  are  used  as  needed  to  obtain  cardioversion 
and  prevent  re-fibrillation. 

Cardiovascular  collapse  (electrical-mechani- 
cal dissociation  with  sudden  disappearance  of 
pulse)  occasionally  complicates  an  acute  myo- 
cardial infarction.  Rational  therapy  consists 
of  immediate  administration  of  a pressor  amine 
such  as  metaraminol  (5-10  mg.  IV  push  or  a 
drip  of  100-200  mg./L.)  or  levarterenol  (8-16 
mg./L.  IV  drip). 

In  other  instances,  cardiovascular  collapse 
may  represent  the  terminal  stage  of  severe 
shock.  In  these  instances,  therapy  must  be  that 
employed  in  shock  of  whatever  etiology — hypo- 
volemia, pump  failure,  or  sepsis.  Rapid  volume 
expansion  with  blood  or  colloid  may  be  used  in 
hypovolemic  and  septic  shock : but  this  fre- 
quently leads  to  congestive  failure  in  cardio- 
genic shock.  Isoproterenol  (.4-4  mg./L.  IV  drip) 
and  steroids  (100-2000  mg.  methylprednisolone 
IV  push)  may  be  given  patients  with  septic  or 
cardiogenic  shock. 

Efforts  are  continued  until  an  adequate 
spontaneous  pulse  is  restored  or  until  the  situ- 
ation is  deemed  hopeless  by  the  intern  or  an 
attending  physician. 

CLINICAL  MATERIAL 

The  present  study  reviews  McLennan  Hos- 
pital’s experience  with  cardiopulmonary  resus- 
citation over  a forty-two  month  period.  A 
record  of  each  arrest  was  filed  with  Nursing 
Service  shortly  after  the  arrest  occurred.  These 
records,  plus  the  patients’  hospital  and  Emer- 
gency Room  charts,  provided  the  material  for 
this  study.  Unfortunately,  instances  occurred 
in  which  this  record  was  not  completed;  and 
those  cases  are  lost  to  study.  Cases  in  which 


available  data  did  not  tend  to  confirm  that  a 
bona  fide  cardiac  arrest  had  occurred  were  ex- 
cluded. This  left  the  eighty-six  cases  which  are 
herein  reported. 


RESULTS 

Of  the  eighty-six  attempts  at  cardiopulmonary 
resuscitation,  thirty-two  (37%)  were  success- 
ful with  re-establishment  of  a spontaneous 
pulse  for  at  least  three  hours  post-arrest.  Four- 
teen of  the  thirty-two  survivors  eventually  left 
the  hospital  alive,  for  a salvage  rate  of  16% 
of  the  eighty-six  patients. 

Figures  1-3  display  these  results  categorized 
according  to  age  and  sex  of  patient  and  site  of 
cardiac  arrest.  Comparison  of  Figures  1 and  2 
reveals  markedly  different  age  patterns  in  men 
than  in  women.  This  difference  probably  re- 
flects the  known  sex  difference  in  incidence 
of  artherosclerosis  with  its  consequent  risk  of 
sudden  death.  Figure  3 reveals  two  rather  in- 
teresting facts.  First,  the  salvage  of  33%  of 
the  patients  who  arrested  in  coronary  care  is 
gratifying  and  compares  favorably  with  results 
from  other  hospitals.  Second,  the  salvage  rate 
in  patients  who  had  suffered  an  arrest  prior  to 
arrival  at  the  hospital — either  at  home  or  work 
or  en  route  to  the  Emergency  Room — is  very 
poor. 


53  MEN 

19  resuscitated 
fcvj  11  went  home  alive 
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Figure  1 
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Figure  2 
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86  ARRESTS  BY  SITE  OF  ARREST 
[\\|  }2  resuscitated 

[\^<j  lli  went  hone  alive 


30 


Figure  3 

The  results  were  studied  to  determine  what 
bearing,  if  any,  the  etiology  of  an  arrest  has  on 
the  chances  of  resuscitation  and  salvage.  Fifty- 
one  of  the  eighty-six  arrests  were  sequelae  of 
myocardial  infarctions.  The  other  thirty-five 
arrests  were  due  to  assorted  causes,  as  shown 
in  Table  1. 

In  the  group  suffering  myocardial  infarction 
eighteen  (or  35%)  were  resuscitated,  and  elev- 
en (22%)  were  salvaged.  Of  the  other  thirty- 
five  patients  fourteen  (40%)  were  resuscitated, 
but  only  three  (9%)  were  salvaged.  There  is 
apparently  a better  salvage  rate  in  the  group 
with  myocardial  infarction ; but  due  to  the 
small  size  of  the  sample,  these  results  do  not 
achieve  statistical  significance. 

In  sixty-nine  of  the  eighty-six  arrests,  the 
lethal  rhythm  was  recorded  in  the  patients’ 
records.  As  shown  in  Figure  4,  there  were 
thirty-six  instances  of  ventricular  fibrillation, 
twenty-two  instances  of  asystole,  and  eleven 
of  “cardiovascular  collapse”  or  electrical-mech- 
anical dissociation  with  disappearance  of  pulse, 
in  the  other  seventeen  cases  the  lethal  rhythm 
was  not  known. 

As  is  evident  from  Figure  4,  both  the  resus- 
citation rate  (seventeen  of  thirty-six  or  28%  vs 
two  of  thirty-three  or  6%)  are  much  better 
in  those  cases  of  ventricular  fibrillation.  These 
differences  are  both  highly  significant  statis- 
tically. 


Table  1 


Etiology 

Numbe  r 

Resuscitated 

Salvaged 

Myocardial  Infarct 

51 

18 

11 

Respiratory  Obstr. 

6 

3 

1 

Seizure 

2 

1 

0 

Pulmonary  Embolus 

3 

1 

0 

Trauma 

6 

1 

0 

Pulmonary  Edema 

2 

0 

0 

Asphyxia 

2 

1 

1 

Cong.  Heart  Dis. 

2 

1 

0 

ASHD  w/o  MI 

1 

1 

0 

Infant  R.  D.  S. 

1 

1 

0 

Exsangui nation 

1 

0 

0 

CVA 

1 

1 

1 

Dissecting  Aneurysm 

1 

0 

0 

Bronchial  Asthma 

1 

1 

0 

? 

6 

2 

0 

Total 

86 

32 

ALL  ARRESTS 

It 

(S3 

32  resuscitated 

36 

It  salvaged 

Figure  h 


MAY  1973 


19 


41 


DISCUSSION 

Kouwenhoven,  Jude,  and  Knickerbocker  first 
popularized  closed  chest  cardiac  massage  in 
I960.1-  Subsequently  there  arose  considerable 
enthusiasm  for  maintaining  emergency  resus- 
citation teams.  Today  every  teaching  hospital 
and  even  many  small  community  hospitals 
maintain  such  teams  on  call  at  all  times.  The 
number  of  lives  thus  saved  is  not  known  but  is 
probably  small. 

A recent  article  by  Lemire  and  Johnson  of 
McGill  University  reported  salvage  of  19.1% 
of  1,204  patients  whom  a hospital  resuscitation 
team  attempted  to  revive.15  Long-range  follow- 
up of  215  of  the  230  survivors  found  74% 
alive  at  the  end  of  one  year,  59%  alive 
two  years  later,  51%  after  three  years,  and 
more  than  25%  of  the  patients  living  ten  years 
after  their  cardiac  arrests.  Survey  of  a ran- 
domly selected  sample  of  thirty-six  survivors 
showed  no  significant  diminution  of  functional 
status  post-arrest.  These  findings  prompted 
Kravitz  and  Killip  to  editorialize  that  all  physi- 
cians should  be  prepared  to  apply  skillfully  “the 
current  techniques  of  cardiopulmonary  resus- 
citation ...  (in  the  event  they  ever)  happen 
to  be  in  the  presence  of  a sudden,  unexpected 
death.” 

The  salvage  of  fourteen  patients  at  McLen- 
nan Hospital  over  the  last  three  and  a half 
years  is  gratifying.  However,  the  cost  of  resus- 
citating these  fourteen  patients  was  consider- 
able (and  five  of  them  were  over  seventy  years 
old).  At  present  the  hospital  charges  fifty  dol- 
lars for  each  resuscitation  effort  plus  additional 
charge  for  whatever  drugs,  IV’s,  and  other  em- 
ergency services  are  required.  Review  of  sev- 
eral current  billing  statements  suggests  that 
a charge  of  anywhere  from  one  to  two  hundred 
dollars  is  typical.  In  the  event  that  the  patient 
“survives”  for  a day  or  for  several  days  post- 
arrest and  requires  intensive  care  with  res- 
piratory support,  the  cost  may  become  astro- 
nomical. 

During  the  same  three  and  a half  years, 
there  have  been  several  other  patients  (not  in- 
cluded in  this  study)  resuscitated  in  coronary 
care,  intensive  care,  or  the  emergency  room  by 
quick  action  on  the  part  of  those  present  and 
before  the  resuscitation  team  could  arrive  on 
the  scene.  Without  a doubt  most  of  these  re- 
suscitations were  possible  only  because  of  ex- 
perience which  hospital  personnel  had  gained 
while  working  with  the  resuscitation  team.  As 
such  they  are  benefits  accrued  by  maintaining 
the  resuscitation  team. 


There  are  undoubtedly  many  factors  that 
affect  the  outcome  of  a cardiac  arrest.  The 
time  elapsed  from  onset  of  arrest  to  onset  of 
resuscitation  is  crucial.  The  age  and  general 
condition  of  the  patient  have  great  bearing. 
The  cause  of  the  arrest  is  a factor.  This  study 
suggests  that  the  cardiac  rhythm  during  arrest 
has  prognostic  value. 

Efforts  are  made  to  minimize  the  time  lapse 
from  arrest  to  resuscitation.  Proper  action  on 
the  part  of  those  with  the  patient  at  time  of 
arrest  is  critical.  During  the  early  1960’s  cor- 
onary care  units  with  specially  trained  person- 
nel were  established  for  early  detection 
and  treatment  of  cardiac  arrest.  High 
risk  patients  were  segregated  into  these 
units.  Published  reports  claimed  salvage 
of  from  11.9  to  44%  of  patients  suffering 
arrest  in  such  units, 's-14-17-21  and  follow-up 
studies  showed  a surprisingly  good  long-term 
prognosis  for  resuscitated  patients.7-22  In  one 
study,  eighteen  of  twenty  patients  discharged 
after  being  resuscitated  from  ventricular  fibril- 
lation were  alive  at  follow-up,  with  a median 
follow-up  period  of  eighteen  months.  None  of 
the  survivors  was  an  invalid.7 

Emphasis  in  coronary  care  has  since  shifted 
to  prevention  of  cardiac  arrest.16  There  re- 
mains, however,  a very  large  number  of  deaths 
each  year  which  occur  suddenly  outside  the  hos- 
pital and  presumably  due  to  sudden  arrhythmia 
complicating  acute  myocardial  infarction.  These 
constitute  sixty  to  seventy-five  percent  of  all 
deaths  due  to  myocardial  infarction.1-18  Rapid 
transporation  to  a hospital  after  the  arrest  has 
occurred  is  almost  always  futile.  Tragically, 
the  patients  are  frequently  productive  citizens 
and  heads  of  household.  Their  good  health 
immediately  prior  to  the  arrest  and  the  favor- 
able prognosis  for  those  resuscitated  com- 
pound the  tragedy. 

Attacks  on  this  problem  have  followed  along 
several  lines.  Efforts  have  been  made  to  en- 
coimage  individuals  with  symptoms  of  myo- 
cardial infarction  to  report  for  medical  atten- 
tion immediately.  Large  numbers  of  lay  people 
have  received  instruction  in  emergency  resusci- 
tation technique.  Although  these  efforts  have 
undoubtedly  saved  many  lives,  there  has  been 
no  impact  on  the  impressive  statistic  that  most 
people  dying  of  myocardial  infarction  do  so 
before  they  can  reach  medical  attention.  Per- 
haps intensified  education  directed  at  high- 
risk  patients  and  their  families  will  improve 
salvage. 
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Recently  there  has  been  interest  in  estab- 
lishing mobile  coronary  care  units  equipped 
to  perform  cardiac  resuscitation  outside  the 
hospital. 1<-'-20-25  The  University  of  Miami  mobile 
unit  has  resuscitated  and  salvaged  twenty- 
eight  of  one  hundred  and  thirty-eight  patients 
who  sustained  sudden  ventricular  fibrillation 
outside  the  hospital.25  These  results  plus  initial 
reports  from  Pantridge  in  Belfast18  suggest 
that  the  mobile  coronary  unit  will  indeed  find 
a place  on  the  medical  scene.  Crucial  cost- 
benefit  studies  are  currently  underway.25 

We  wish  to  underscore  that  patients  who 
have  arrested  secondary  to  acute  myocardial 
infarction,  electric  shock,  or  airway  obstruction 
are  very  salvageable.4  At  McKennan  there  was 
salvage  of  21.6%  of  patients  who  had  arrested 
secondary  to  myocardial  infarction.  We  did  not 
have  significant  experience  with  arrests  due  to 
airway  obstruction  or  electrocution. 

In  contrast,  resuscitative  measures  are  no- 
toriously ineffective  in  patients  with  pulmonary 
edema,0  systemic  acidosis,4  or  circulatory  fail- 
ure of  either  central  or  peripheral  mechan- 
ism4’14-17  to  a degree  severe  enough  to  cause 
cardiac  arrest.  A recent  publication  which  re- 
ported only  six  survivors  from  among  one 
hundred  and  thirty-two  “critically  ill”  patients 
who  suffered  cardiac  arrest  while  being  cared 
for  in  a modern  intensive  care  unit  discussed 
some  very  pertinent  clinical  and  ethical  impli- 
cations and  questioned  seriously  whether  the 
effort  and  expense  of  a resuscitation  attempt 
should  be  expended  on  such  patients.4 

On  the  other  hand,  age  per  se  does  not  seem 
to  affect  the  outcome  of  an  arrest.  We  could 
find  no  data  in  the  literature  to  suggest  poorer 
survival  in  any  age  group;  and,  as  can  be  seen 
in  Figures  1 and  2 our  own  results  show  no 
age  advantages.  In  fact,  the  oldest  patient 
worked  on  was  a ninety-four  year  old  man  with 
an  acute  MI.  He  was  resuscitated  and  later 
discharged  from  the  hospital  alive. 

SUMMARY 

The  results  achieved  in  eighty-six  attempts 
at  resuscitating  patients  from  cardiac  arrest 
in  a medium-sized  community  hospital  are  pre- 
sented. Fourteen  of  the  patients  survived  to 
be  discharged  from  the  hospital.  The  salvage 
rate  was  significantly  better  for  those  discov- 
ered in  ventricular  fibrillation.  Eleven  of  those 
salvaged  had  suffered  acute  myocardial  infarc- 
tion. The  best  salvage  rate  (thirty-three  per 
cent)  was  achieved  in  the  coronary  care  unit. 
The  study  points  out  the  futility  of  transport- 


ing patients  suffering  an  arrest  outside  the  hos- 
pital to  the  emergency  room  for  resuscitation 
attempt.  Results  reported  from  other  hospitals 
and  some  possible  implications  are  discussed. 
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News  Notes  • Changes  • Births  • News 


James  Larson,  M.D.,  Water- 
town,  served  as  a panel  mem- 
ber on  a drug  information 
program  presented  by  the 
Watertown  Zonta  Club  and 
attended  by  150  persons. 

Curtis  H.  Wait,  M.D.  has 

been  elected  vice  president  of 
the  Brookings  Area  Guidance 
Center. 

E.  H.  Heinrichs,  M.D.,  Jose 
Michieli,  M.D,  and  G.  E. 
Tracy,  M.D.,  Watertown,  are 
among  600  consultants  se- 
lected by  the  American  Acad- 
emy of  Pediatrics  to  evaluate 
the  medical  aspects  of  Head 
Start  programs  throughout 
the  United  States  and  its  ter- 
ritories. 

Paul  Leon,  M.D.,  Aberdeen, 
has  announced  the  association 
of  Peter  Kamperschroer,  M.D. 
in  the  practice  of  radiology. 
Dr.  Kamperschroer  received 
his  M.D.  degree  from  Loyola 
University  in  1968.  He  in- 
terned at  Gorgas  Hospital  in 
the  Panama  Canal  Zone  and 
received  his  residency  train- 
ing in  radiology  at  the  Maine 
Medical  Center.  Dr.  Kamper- 
schroer studied  pediatric  radi- 
ology at  Harvard  University 
and  completed  his  diagnostic 
radiology  training  at  Western 
Pennsylvania  Hospital  in 
Pittsburgh. 


The  American  Academy  of 
Family  Physicians  announced 
the  completion  of  continuing 
education  requirements  by 
several  South  Dakota  physi- 
cians which  allows  them  to  re- 
tain active  membership  in  the 
Academy.  Those  physicians 
are  Barbara  Spears,  M.D., 
Pierre;  C.  A.  Johnson,  M.D., 
Lemmon;  John  Rodine,  M.D., 
Aberdeen ; and  A.  Bvford  An- 
derson, M.D.,  Lead. 


The  Brookings  Rotary  Club 
elected  Walter  Patt,  M.D., 
president-elect  effective  July 
1. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Michael  R.  Ferrell,  M.D. 

has  been  elected  chief  of  the 
medical-dental  staff  of  Mc- 
Lennan Hospital,  Sioux  Falls. 
Other  officers  are  Russell 
Orr,  M.D.,  vice  chief  of  staff, 
and  John  Ochsner,  M.D.,  sec- 
retary-treasurer. 

The  Sioux  Falls  Chapter  of 
B’nai  Brith  presented  an 
award  at  their  annual  ban- 
quet to  W.  E.  Donahoe,  M.D. 
for  his  more  than  fifty  years 
of  medical  service  to  the  com- 
munity of  Sioux  Falls. 

The  Department  of  Physi- 
ology at  the  Medical  School 
sponsored  a panel  discussion 
on  “Antibiotics.”  Participat- 
ing physicians  included  Rich- 
ard Hosen,  M.D.,  Warren 
Jones,  M.D.,  J.  H.  Hoskins, 
M.D.  all  of  Sioux  Falls,  and 
David  Holzwarth,  M.D.,  Yank- 
ton. 

A three-hour  course  on 
Cardiopulmonary  Resuscita- 
tion for  the  general  public 
was  held  at  the  School  of 
Medicine,  Vermillion.  C.  R. 
Turner,  M.D.,  Vermillion, 
served  as  moderator  for  the 
course.  C.  R.  Herbrandson, 
M.D.,  F.  U.  Sebring,  M.D.,  H. 
J.  Fletcher,  M.D.  and  K.  A. 
Muckala,  M.D.  lectured  on  res- 
piratory and  cardiac  emer- 
gencies. 
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INTERNAL  HERNIA  THROUGH  A MESOSALPINX 
DEFECT:  A RARE  CAUSE  OF  DISTAL  MECHANICAL 
SMALL  BOWEL  OBSTRUCTION 

Case  Report* 

Martin  Frank  Petereit,  M.D. 


An  internal  hernia  represents  the  herniation 
of  a viscus  through  a normal  or  abnormal  open- 
ing within  the  confines  of  the  peritoneal  cav- 
ity.5 Congenital  mesenteric  defects  are  found 
in  0.5  percent  of  all  routine  autopsies.-  In- 
ternal hernias  account  for  0.5  to  3 percent  of 
all  cases  of  intestinal  obstruction.2’5 

A case  of  small  bowel  obstruction  was  recent- 
ly seen  here  in  which  a segment  of  ileum  had 
herniated  through  a defect  in  the  mesosalpinx. 
This  appears  to  be  the  first  report  of  such  a 
case. 

CASE  REPORT 

A 57-year-old  white  female  developed  moder- 
ately severe  abdominal  pain,  nausea,  and  vomit- 
ing the  morning  of  4/11  70.  She  was  admitted 
to  McKennan  Hospital  24  hours  later  with  per- 
sistent abdominal  pain. 

Her  temperature  was  99.8  F.,  blood  pressure 
130  70  mm  Hg,  and  pulse  66  min.  The  ab- 
domen was  moderately  tender.  The  laboratory 
work  wTas  normal  except  for  a leukocyte  count 
of  11,000  with  a slight  shift  to  the  left. 

A plain  film  of  the  abdomen  demonstrated 
dilated  loops  of  small  bowel  (Fig.  1).  A repeat 
film,  9 hours  later,  revealed  air-fluid  levels 
(Fig.  2).  Seven  hours  after  this,  her  blood 
pressure  dropped  to  100/60  mm  Hg.  The  pulse 
rose  to  110/min.  and  was  scarcely  palpalable. 

*From  the  Medical  X-Ray  Center,  Sioux  Falls,  S.  D. 


Figure  1 

Erect  abdominal  roentgenogram  of  a 57-year-old  white 
female.  There  are  several  air  containing  loops  of  small 
bowel  which  are  moderately  dilated  and  arranged  in 
somewhat  of  a transverse  manner.  No  definite  air-fluid 
levels  are  present.  There  is  gas  and  fecal  matter  in  the 
colon. 
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Figure  2 


Same  day  as  Fig.  1,  but  9 hours  later.  A nasogastric 
tubs  has  been  inserted.  Air-fluid  levels  are  now  present 
within  the  dilated  small  bowel  loops.  Also,  within  a 
sing'le  loop  of  small  bowel,  the  air-fluid  levels  are  at 
different  levels.  The  picture  is  quite  consistent  with  a 
distal  mechanical  small  bowel  obstruction.  (Courtesy 
of  Donald  M.  Frost,  M.D.,  Sioux  Falls,  S.  D.) 

There  was  increased  tenderness  in  the  right 
lower  quadrant  and  only  a few  bowel  sounds 
were  present.  An  emergency  laparotomy  was 
performed  by  Dorence  L.  Ensberg,  M.D. 

Upon  entering  the  peritoneal  cavity,  a gush 
of  bloody  fluid  was  encountered.  The  terminal 
4 feet  of  ileum  had  herniated  through  a 5 cm 
opening  in  the  right  mesosalpinx,  had  twisted, 
and  was  beet  red.  The  Fallopian  tube  was 
clamped  and  divided.  The  bowel  was  kept  in 
warm  packs  and  the  normal  color  returned. 
Therefore,  a resection  was  not  necessary.  A 
similar  defect  was  closed  in  the  left  mesosal- 
pinx. The  patient  made  an  uneventful  recovery 
and  was  discharged  7 days  after  admission. 

DISCUSSION 

The  broad  ligaments  are  2 thin  fibrous 
sheets,  covered  with  peritoneum,  which  extend 
from  each  side  of  the  uterus  to  the  lateral  pel- 
vic walls.  The  ovary  is  suspended  from,  rather 
than  contained  in,  the  broad  ligament.  The 
uterine  tube  occupies  the  superior  free  border 


of  the  broad  ligament.  The  term  mesosalpinx  re- 
fers to  the  upper  portion  of  the  broad  ligament, 
extending  down  as  far  as  the  attachment  of  the 
ovary.3 

The  classification  of  internal  hernias  has 
been  considered  elsewhere.1  Briefly,  these  con- 
sist of:  (1)  retroperitoneal  hernias— these  are 
true  hernias,  since  they  contain  a sac,  such  as 
the  paraduodenal,  paracecal,  and  foramen  of 
Winslow  types;  and  (2)  omental  or  mesenteric 
hernias — these  are  not  true  hernias,  since  they 
do  not  contain  a sac.  Usually,  it  is  the  small 
bowel  which  is  herniated  through  these  defects. 
Most  mesenteric  defects  are  in  the  ileocecal  re- 
gion. Paraduodenal  hernias  account  for  over 
50  percent  of  all  intra-abdominal  hernias.4'5 

The  symptoms  of  internal  hernias  are  usual- 
ly nonspecific,  but  chronic  intermittent  abdom- 
inal pain  is  often  present.  Complete  obstruction 
may  occur  with  strangulation  of  the  bowel  and 
death  of  the  patient.-  Clinically,  these  hernias 
are  difficult  or  impossible  to  diagnose  pre- 
operatively.2’4'5  An  internal  hernia  should  be 
suspected  in  any  patient  having  symptoms 
and  signs  of  intestinal  obstruction,  especially, 
in  the  absence  of  previous  abdominal  surgery 
or  external  hernia.2  Due  to  delayed  diagnosis, 
late  operative  intervention,  etc.,  the  mortality 
rate  has  been  40  to  80  percent  in  some  good 
clinical  institutions.6 

The  bilateral  mesosalpinx  defects  in  our  pa- 
tient were  almost  certainly  congenital.  A seg- 
ment of  ileum  herniated  through  the  right  de- 
fect, with  subsequent  volvulus,  strangulation, 
and  obstruction.  Since  no  sac  was  present,  this 
was  not  a true  hernia. 
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After  having  served  as  President  of  the  South  Dakota  State  Medical  Association  for  almost 
a year  and  after  having  rather  close  exposure  to  the  legislative  process  it  has  become  more  apparent 
to  me  that  the  physician  who  is  not  concerned  or  involved  in  the  political  process  is  not  fully 
satisfying  his  position  as  a physician  and  as  a citizen. 

Although  1973  is  a non-election  year  and  although  political  activity  is  at  its  minimum  the 
year  following  a President’s  election,  this  seems  to  be  an  ideal  time  to  emphasize  political  action 
in  our  Medical  Association.  The  vehicle  developed  for  physician  participation  in  politics  is  the 
American  Medical  Political  Action  Committee  and  our  local  South  Dakota  Political  Action  Commit- 
tee (SoDaPac  and  AmPAC).  This  is  the  year  direct  emphasis  should  be  made  on  increasing  mem- 
bership of  SoDaPac  to  its  maximum  so  that  we  can  build  a “Warchest”  which  may  be  vital  in  the 
elections  of  1974.  The  1973-’74  goal  of  AmPAC  and  SoDaPAC  in  addition  to  increasing  membership 
is  to  promote  candidate  support  committees,  to  find  candidate  support  committee  leadership,  to 
train  this  leadership,  and  to  take  early  steps  to  see  that  these  committees  are  organized  in  time 
to  be  effective  for  the  1974  election.  AmPAC  participation  in  congressional  and  senatorial  races  in 
the  elections  of  1972  proved  to  be  80%  effective ; in  other  words,  80%  of  those  candidates,  Demo- 
crat and  Republican,  who  were  supported  by  AmPAC  were  elected. 

As  all  of  us  have  seen  the  effect  of  legislation,  politics,  and  politicians  on  the  practice  of  medi- 
cine during  the  past  few  years,  I would  ask  each  of  you  to  reevaluate  your  position  in  regard  to  So- 
DaPAC  and  AmPAC  and  become  active,  participating  members  of  these  organizations. 

At  the  March  1973  AmPAC  workshop,  in  Washington,  D.C.  SoDaPAC  received  an  award  for 
the  percent  of  contributions  per  member  in  SoDaPAC,  and  it  would  be  my  hope  that  an  award  for 
the  greatest  increase  in  membership  during  the  year  of  1973-’74  would  be  forthcoming  next  year. 
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W.  R.  Taylor,  M.D. 
President 
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DOCTOR! 


DO  YOU  KNOW  THIS  MAN? 

He:s  Peter  Galindo  your  P.R.  contact  with  our 
office.  Periodically  he  stops  in  your  office  to  help 
you  and  your  people  with  claims  problems,  and  he's 
always  available  to  help  with  special  problems.  If 
you  don't  know  him,  you  should  — He's  your  man. 

SOUTH  DAKOTA  BLUE  SHIELD 

711  North  Lake 
Sioux  Falls,  So.  Dakota 


A NEW  CAREER— PSYCHIATRY 

Many  outstanding  Family  Practitioners  find  dur- 
ing a successful  career  their  needs  and  interests 
change  and  their  family’s  needs  change — so  consider 
a second  career  in  psychiatry.  Our  residency  train- 
ing program  is  a small,  truly  eclectic,  university 
based  program  in  Omaha  connected  with  University 
of  Nebraska  College  of  Medicine.  We  balance  a 
carefully  planned  core  curriculum  with  flexible 
electives  in  the  best  tradition  of  modern  psychiatric 
education.  Our  faculty  is  particularly  interested 
in  Family  Practitioners.  Those  who  have  entered 
our  program  in  the  past  have  made  excellent  resi- 
dents and  gone  on  to  a successful  career  in  psy- 
chiatry. In  many  cases,  Doctor,  the  needs  of  psy- 
chiatry can  best  be  met  by  a return  to  the  same 
region  where  you  practiced — in  a new  career.  A 
generous  salary  schedule  is  available  that  will  pro- 
vide for  you  and  your  family  during  three  years  of 
training.  A few  positions  are  still  available  at  the 
Nebraska  Psychiatric  Institute  for  1973.  Contact 
us  for  an  interview  with  one  of  our  Family  Practi- 
tioners who  are  now  in  training.  Write  Merrill  T. 
Eaton,  M.D.  Director,  Nebraska  Psychiatric  Insti- 
tute, or  call  (402)  541-4600  for  further  information. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 

FIVE  YEAR  OLD  GIRL  WITH  ANEMIA  AND 
GASTROINTESTINAL  BLEEDING 

John  F.  Barlow,  M.D.,  FCAP**  H.  W.  Farrell,  M.D.* 

Pathologist  - Editor  Pediatrician  - Discusser 


CASE  NO. 

72-3618 

This  5-year-old  Caucasian  female  was  admitted  to 
Sioux  Valley  Hospital  on  5-1-72  because  of  cough  and 
gagging.  The  patient  has  had  many  problems  with  fre- 
quent colds  and  sore  throats  up  to  the  age  of  2 at  which 
time  her  tonsils  had  been  removed.  At  the  time  of  ad- 
mission for  her  tonsillectomy,  she  had  had  a normal 
urinalysis,  hemoglobin  of  11.4  gm/dl  with  normal  in- 
dices and  a white  count  of  ll,800/mm:!  with  a normal 
differential.  A partial  thromoplastin  time  and  serum 
electrophoresis  were  within  normal  limits.  She  had  one 
hospital  admission  prior  to  the  tonsillectomy  for  bron- 
chitis and  pneumonia  at  the  age  of  18  months.  At  that 
time,  her  hemoglobin  was  10.5  gm/dl.  white  count 
4000/mm:i.  A urinalysis  was  unremarkable.  She  had 
had  no  problem  with  sore  throats  or  pneumonia  since 
the  tonsillectomy  until  the  present  admission.  The  pa- 
tient was  the  product  of  a normal  delivery.  There  were 
three  older  siblings,  male  age  20,  female  age  16  with 
asthma  and  an  11-year-old  female.  There  was  a family 
history  of  asthma. 

Review  of  the  systems  revealed  no  other  pertinent 
history  except  that  the  patient  occasionally  felt  like 
vomiting  when  coughing  but  there  was  no  gross  hema- 
temesis,  melena  or  other  gastrointestinal  or  urinary 
complaints. 

PHYSICAL  EXAMINATION:  The  patient  was  a 
well  developed,  well  nourished  5-year-old,  alert,  co- 
operative, but  somewhat  apprehensive  girl  with  a tem- 
perature of  100°,  pulse  128  per  minute  and  regular, 
respirations  22  per  minute  and  regular,  blood  pressure 
105  systolic  over  60  diastolic,  height  44  inches  and 
weight  37  pounds.  Examination  of  the  head  and  neck 
was  within  normal  limits.  Examination  of  the  chest 
revealed  a small  area  at  the  left  base  with  a few 
crepitant  rales.  The  remainder  of  the  physical  and 
neurologic  examination  was  unremarkable.  There  were 
no  palpable  organs  or  masses  in  the  abdomen. 


* Pediatrician,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
“’^Pathologist,  Laboratory  of  Clinical  Medicine  and 
Sioux  Valley  Hospital,  Professor  of  Pathology,  School 
of  Medicine,  University  of  South  Dakota. 


Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of 
Health,  U.  S.  Public  Health  Service. 


LABORATORY  DATA:  Urinalysis,  straw  colored, 

specific  gravity  1.027,  pH  5.0,  negative  for  protein,  glu- 
cose, reducing  substances,  bile  and  hemoglobin.  There 
was  a small  amount  of  ketones.  Microscopic  showed  0 
to  3 white  cells  per  hpf  and  no  other  abnormality.  Hgb. 
was  4.8  gm/dl,  red  count  2.74  million/mm3,  hct.  18 
vol%,  mean  corpuscular  hemoglobin  18  micromicro- 
grams, mean  corpuscular  volume  64  cubic  micra,  mean 
corpuscular  hemoglobin  concentration  27%,  total  leuko- 
cyte count  6,200/mm'1  with  41%  segmented  neutrophils, 
2%  eosinophils,  51%  normal  lymphocytes  and  5% 
monocytes.  The  smear  showed  marked  anisocytosis 
and  moderate  hypochromia  and  moderate 
polychromasia.  The  platelets  appeared  to  be  slightly 
increased.  Cultures  of  the  throat  and  sputum  were 
negative  for  pathogens  on  routine,  acid  fast,  and  fungus 
cultures.  One  test  for  occult  blood  in  the  stool  was 
positive.  A serum  iron  was  30  micrograms/dl  (normal 
50-180  micrograms/dl),  iron  binding  capacity  488  mg/ 
dl,  (normal  200-400  mg/dl),  percent  saturation  7% 
(normal  20-44%).  A nitroblue  tetrazollium  test  of  the 
leukocytes  showed  a pattern  of  normal  or  possible  viral 
infection.  A d-xylose  absorption  showed  normal  blood 
levels  of  d-xylose  of  11  and  36  mg/dl  at  one-half  hour 
and  one  hour  respectively.  A bone  marrow  revealed 
erythroid  hyperplasia  and  no  stainable  iron  in  the  bone 
marrow.  The  initial  chest  film  showed  a suspicion  of 
minimal  bilateral  central  infiltrative  process.  The  fol- 
low-up chest  films  showed  a left  perihilar  pneumonitis 
and  minimal  right  perihilar  pneumonitis.  The  patient 
was  transfused  with  one  unit  of  packed  cells.  A diag- 
nosis of  iron  deficiency  anemia  was  made,  probably 
secondary  to  blood  loss  from  the  gastrointestinal  tract. 

After  discharge,  the  patient  responded  to  intra- 
muscular iron,  but  because  of  decreasing  hemoglobin 
was  re-admitted  for  evaluation  two  months  after  the 
last  admission.  At  this  time,  urinalysis  was  pale  yellow 
and  turbid,  specific  gravity  1.028,  pH  6.0,  negative  for 
protein,  glucose,  bile,  hemoglobin  and  ketones.  Micro- 
scopic showed  3 to  5 leukocytes  per  hpf.  Hgb.  was  8.1 
gm/dl  red  count  3.56  million/mm:1,  hct.  26  vol/dl,  mean 
corpuscular  hemoglobin  23  micromicrograms,  mean 
corpuscular  volume  73  cubic  micra,  mean  corpuscular 
hgb.  concentration  31%.  Total  leukocyte  count  5,100/ 
mm3,  reticulocyte  count  2.3%,  platelet  count  473,000/ 
mm3.  A differential  was  38%  neutrophils,  3%  eosino- 
phils, 57%  lymphocytes  and  2%  monocytes.  The  smear 
showed  hypochromia  and  microcytosis.  A bone  marrow 
demonstrated  no  stainable  iron  in  the  marrow  and  mild 
erythroid  hyperplasia.  There  was  a mild  shift  to  the 
left  in  the  myeloid  series.  An  upper  gastrointestinal 
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and  small  bowel  series  showed  moderate  gastric  secre- 
tions. There  was  a moderate  sized  polypoid  structure 
in  the  mid  small  bowel  on  a long  stalk  with  moderate 
dilation  of  the  bowel,  proximal  to  this  apparent  polyp. 
A colon  examination  was  technically  difficult,  but  a 
second  evacuation  film  and  colon  air  contrast  study 
showed  a negative  colon  and  terminal  ileum.  The  pa- 
tient was  re-admitted  for  surgery. 

DR.  BARLOW : Dr.  Reis,  we  have  just  recent- 

ly talked  about  anemia.  What  do  you  feel  about 
the  diagnosis  of  iron  deficiency  anemia  in  this 
case?  What  do  you  feel  is  a reasonable  dif- 
ferential diagnosis  for  iron  deficiency  anemia 
in  a child  of  this  age? 

*DR.  DENNIS  REIS:  I feel  the  diagnosis  of 

iron  deficiency  anemia  was  very  well  substan- 
tiated. The  patient  had  definite  hypochromia 
and  microcytosis  of  the  red  cells,  a low  serum 
iron  and  high  iron  binding  capacity,  and  no 
stainable  iron  in  the  bone  marrow.  As  has  been 
suggested  from  the  protocol,  the  most  common 
cause  of  occult  blood  loss  would  be  from  the 
gastrointestinal  tract  and  this  proved  to  be 
correct  as  a guaiac  test  was  positive  for  occult 
blood.  The  differential  diagnosis  of  gastroin- 
testinal bleeding  in  a 5-year-old  child  is  a little 
more  difficult.  I would  suppose  that  bleeding 
polyps  are  the  most  common  cause  of  bleeding. 

DR.  H.  W.  FARRELL:  This  is  certainly  true, 

but  it  is  usually  bright  red  blood  and  it  rarely 
leads  to  blood  loss  anemia  due  to  iron  de- 
ficiency. 

**DR.  H.  B.  SHREVES:  I agree.  Meckel’s  di- 

verticulum is  a common  cause  of  gastrointes- 
tinal blood  loss  in  childhood.  I have  even  seen 
a carcinoma  of  the  colon  in  childhood  as  a cause 
of  slow  bleeding  from  the  gastrointestinal  tract. 
This,  of  course,  is  very  common  in  adults. 

DR.  BARLOW : The  polyps  in  the  gastroin- 

testinal tract  (particularly  colon)  of  children 
have  a characteristic  histology  and  are  not  pre- 
malignant.  They  can  bleed,  prolapse  or  even 
be  passed  per  rectum  when  the  stalk  twists. 

DR.  H.  W.  FARRELL:  Another  adult  disease 

that  can  be  a cause  of  bleeding  in  children  is 
peptic  ulcer.  Milk  allergy  with  gastroenteritis 

"Intern,  Sioux  Valley  Hospital 
** Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota 
** "‘Intern,  Sioux  Valley  Hospital 

•(Pathologist,  Sioux  Valley  Hospital,  Associate  Pro- 
fessor of  Pathology,  School  of  Medicine,  University 
of  South  Dakota 

ffSpecialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital, Associate  Dean,  School  of  Medicine,  University 
of  South  Dakota 

ftflntern  in  Pathology,  Sioux  Valley  Hospital 


can  cause  iron  deficiency  anemia  as  can,  of 
course,  ulcerative  colitis.  Both  diagnoses  are 
easy  to  make  with  history  and  simple  diagnos- 
tic procedures. 

***DR.  KNUDSON : Is  this  milk  anemia? 

DR.  FARRELL:  Well,  I think  the  usual  milk 

anemia  is  the  type  of  anemia  seen  in  infants 
about  one  year  of  age  in  whom  there  is  a pro- 
longed ingestion  of  milk  without  the  change  to 

iron-containing  foods.  This  is  an  iron  de- 
ficiency anemia  and  is  very  common  in  infants. 
Iron  deficiency  anemia,  however,  in  older  chil- 
dren is  rare  and  usually  due  to  blood  loss. 

DR.  BARLOW : They  always  mention  gastro- 

intestinal duplications  which  can  occur  any- 
where in  the  gastrointestinal  tract  and  may 
contain  gastric  mucosa  which  can  cause  ulcera- 
tion and  bleeding.  This  is  relatively  rare  but 
surgically  correctable. 

DR.  FARRELL:  Don’t  overlook  the  fact  that 

there  are  other  obvious  sites  of  bleeding  such 
as  a bleeding  tonsil. 

fDR.  R.  D.  SCHULTZ:  One  must  not  forget 

that  there  are  benign  tumors  such  as  heman- 
gioma which  can  cause  gastrointestinal  bleed- 
ing. 

DR.  FARRELL:  Also  one  must  consider  that 

blood  dycrasias,  leukemia,  or  some  of  the  bleed- 
ing disorders,  such  as  hemophilia  or  platelet 
deficiency  can  cause  bleeding. 

ffDR.  WARREN  JONES:  These  usually  oc- 

cur with  bleeding  from  other  areas  than  the 
gastrointestinal  tract,  don’t  they? 

DR.  FARRELL:  Yes,  almost  always  there  is 

bleeding  from  other  areas. 

DR.  BARLOW : It  is  very  rare  in  infants, 

but  in  adults  one  must  always  consider  heredi- 
tary telangiectasia.  One  can  usually  note  skin 
or  lip  telangiectasias  which  suggest  the  cause 
of  the  gastrointestinal  bleeding.  This  is  a domi- 
nantly inherited  disease  and  will  have,  of 
course,  normal  bleeding  and  coagulation  studies. 

DR.  FARRELL:  One  must  always  think  of 

eosphageal  varices  which  can  occur  from  portal 
hypertension  in  children  and  also  hemorrhoids 
which  can  occur  in  children.  These  can  cause 
blood  loss. 

ttfDR.  TOM  HENRY:  I am  interested  in  the 

protocol  in  that  there  was  a reticulocyte  count 
of  2.3%  which  is  not  very  high,  although  the 
patient  responded  to  iron  therapy. 
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*DR.  JOSE  CRESPO:  Well,  we  are  not  sure 

that  the  patient  did  not  cease  iron  therapy 
long  before  the  time  of  reticulocyte  count  and 
had  already  had  his  reticulocyte  response  days 
previously.  I might  mention  right  here  that  the 
reticulocyte  count  is  a relative  figure  always 
given  as  a percentage.  Any  reticulocyte  count 
should  be  corrected  for  anemia.  This  can  be 
done  by  multiplying  the  given  reticulocyte  per- 
centage times  the  patient’s  hematocrit  divided 
by  45.  The  45  represents  a normal  hematocrit. 
If  a patient  is  anemic,  the  reticulocyte  percen- 
tage is  often  falsely  elevated,  although  there 
really  are  not  an  increased  absolute  number  of 
circulating  reticulocytes.  When  this  correction 
is  made,  often  the  reticulocyte  count  falls  to  a 
lower  figure  and  shows  that  there  is  really  not 
a bona  fide  marrow  response. 

DR.  FARRELL:  I would  like  to  mention  that 

this  particular  patient  could  have  been  worked 
up  and  operated  on  in  the  same  hospitalization 
but  because  of  certain  problems  with  the  family 
wanting  the  patient  to  be  discharged  during 
the  first  admission,  she  had  to  be  sent  home 
and  brought  back  for  another  operation. 

**DR.  W.  O.  ROSSING:  Before  we  get  any 

further,  I would  like  to  ask  a question  as  to 
whether  oral  iron  will  cause  a false  positive 
guaiac. 

DR.  BARLOW : No,  it  shouldn’t.  Iron  will 

cause  a false  positive  in  other  tests  for  occult 
blood,  but  it  should  not  with  the  guaiac  test 
that  we  use. 

DR.  H.  B.  SHREVES:  I would  like  to  show 

the  x-rays  in  this  case.  I believe  that  this  pic- 
ture is  the  most  significant  film  of  the  whole 
small  bowel  series.  You  can  see  this  dilated 
loop  of  proximal  small  intestine.  (Fig.  I)  There 
is  a lesion  that  was  thought  to  be  on  a pedicle. 
Actually,  this  turned  out  to  be  quite  an  in- 
teresting problem  and  what  was  occurring  was 
that  there  was  a sessible  polyp  which  was  pro- 
ducing intussusception  and  this  represents  di- 
lated bowel  distal  to  the  lesion.  As  a matter 
of  fact,  I had  a great  deal  of  trouble  knowing 
how  to  anastomose  the  distal  dilated  loop  with 
the  very  small  proximal  loop  of  bowel.  I had 
to  do  an  end-to-side  anastomosis.  There  was 
another  intussusception  lower  down  in  the 
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Figure.  I 


Arrow  points  to  filling  defect  which  is  leading  point  of 
intussusception.  The  largely  dilated  segment  of  bowel 
can  be  seen  above  this. 


small  bowel  which  I also  reduced. 

DR.  FARRELL:  We  should  have  mentioned 

that  in  any  differential  diagnosis  of  bleeding 
in  children,  intussusception  is  one  of  the  most 
common  entities.  The  reason  this  particular 
case  is  extremely  interesting  is  that  the  patient 
did  not  have  abdominal  pain,  although  she  was 
having  intussusception.  Intussusceptions  are 
usually  seen  in  the  distal  small  bowel  and  colon ; 
but,  of  course,  in  the  proximal  bowel  intussus- 
ceptions are  related  to  conditions  such  as 
polyps. 

DR.  SHREVES:  A very  interesting  thing  is 

that  I have  removed  multiple  polyps  from  the 
patient’s  father.  This  was  not  the  type  of  thing 
you  see  in  familial  polyposis  and  there  were  no 
further  polyps  in  this  patient’s  gastrointestinal 
tract  on  thorough  search  at  surgery. 

DR.  R.  D.  SCHULTZ:  I think  I remember  at 

the  time  a condition  called  Peutz-Jeghers  syn- 
drome was  considered.  This  is  a familial  domi- 
nantly inherited  entity  in  which  there  is  a 
freckle-like  pigmentation  of  the  lips  and  hands 
and  multiple  small  bowel  polyps.  The  polyps, 
however,  have  a very  characteristic  look.  They 
are  called  hamartomatous  polyps. 

DR.  BARLOW : Well,  I guess  I should  show 

what  was  actually  found  in  this  case.  The  first 
slide  is  the  gross  which  shows  a sessile  polyp. 
The  supposed  pedunculated  character  on  x-ray, 
as  has  been  suggested  by  Dr.  Shreves,  was 
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probably  due  to  the  fact  that  this  bowel  was 
intussuscepting  (Fig.  II).  On  microscopic  ex- 
amination this  looks  much  like  a villous  aden- 
oma which  we  see  in  the  colon  of  adults  (Fig. 
III).  It  is  not  the  type  of  polyp  seen  in  Peutz- 
Jeghers.  There  are  syndromes  of  familial 
polyposis  in  the  colon  in  which  the  patient  has 
massive  polyposis  which  almost  inevitably  leads 
to  malignant  change.  This  is  not  the  process 
here.  There  is  also  a dominantly  inherited  syn- 
drome called  Gardner’s  syndrome  in  which 
there  are  polyps  of  the  bowel  which  may  be  as- 
sociated with  carcinoma  and  associated  epi- 
dermal cysts  of  the  skin  and  osteomas  of  bone 
as  well  as  fibrous  tissue  tumors  of  soft  tissue. 
None  of  these  syndromes  seem  to  fit  in  this 
case. 


Figure  II 


Abutting  upon  the  identification  card  below  is  the 
lower  end  of  the  opened  small  bowel  which  is  occupied 
by  a sessile  polyp  which  was  the  leading  point  of  the 
intussusception  seen  in  the  x-ray.  (See  Fig.  I) 


Figure  III 


Villous  adenoma  of  small  bowel. 


FINAL  ANATOMIC  DIAGNOSIS 

Benign  Villous  Adenoma 
Of  The  Small  Bowel 

Iron  deficiency  anemia,  in  this  part  of  the 
country,  is  by  far  the  most  common  serious 
anemia  that  we  see.  Approximately  10%  of 
the  iron  that  we  ingest  is  absorbed  usually  in 
the  upper  small  bowel.  There  are  very  few 
losses  of  iron  so  that  almost  all  iron  deficiency, 
except  in  young  infants,  is  due  to  chronic  blood 
loss.  When  the  site  of  blood  loss  is  not  obvious, 
an  occult  bleeding  source  from  the  gastroin- 
testinal tract  is  often  the  culprit.  Certainly  in 
an  adult  male  or  postmenopausal  female  or  in 
a young  child  such  as  this  who  has  iron  de- 
ficiency anemia,  the  gastrointestinal  tract  is 
the  place  to  look.  I also  have  to  stress  that 
iron  deficiency  anemia  is  really  a symptom  of 
chronic  bleeding  and  not  a disease  process.  Un- 
fortunately, the  anemia  will  respond  very  well 
to  oral  iron  therapy  and  the  symptoms  of  the 
anemia  will  improve  but  the  major  source  of 
the  occult  bleeding  may  not  be  detected  unless 
there  is  a search  for  it.  The  classical  clinical 
triad  of  iron  deficiency  anemia  is  as  stated  by 
Dr.  Reis:  1)  hypochromia  and  microcytosis,  2) 
decreased  serum  iron  and  increased  iron  bind- 
ing capacity,  and  3)  no  stainable  iron  in  the 
bone  marrow.  I should  say  that  in  early  iron 
deficiency,  when  there  is  not  much  anemia, 
and  hypochromia  and  microcytosis  may  not  be 
obvious.  The  serum  iron  and  iron  binding 
capacity  may  detect  an  early  iron  deficiency 
as  these  chemical  tests  become  abnormal  be- 
fore the  morphologic  changes  in  the  red  cells 
in  the  peripheral  smear.  Occasionally,  if  there 
is  more  difficulty  in  diagnosis,  a bone  marrow 
stain  for  iron  may  be  necessary.  I think  it  is 
necessary  to  point  out  that  the  loss  of  iron 
stores  from  the  bone  marrow  is  the  first  change 
in  iron  deficiency  and  occurs  long  before  ane- 
mia or  changes  in  the  serum  iron.  Therefore, 
stainable  iron  in  the  bone  marrow  rules  out  a 
diagnosis  of  iron  deficiency.  It  is  also  im- 
portant to  remember  that  both  the  serum  iron 
and  iron  binding  capacity  with  percent  satura- 
tion must  be  ordered,  since  the  serum  iron  may 
decrease  in  many  different  anemias,  but  the 
iron  binding  capacity  in  these  other  anemias 
does  not  increase  as  it  does  in  iron  deficiency. 
In  fact,  the  serum  iron  decreases.  This  slide 
demonstrates  this  point.  (Fig.  IV).  In  iron 
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deficiency  anemia  there  is  a low  serum  iron  but 
an  elevated  iron  binding  capacity.  The  percent 
saturation  of  transferrin  calculated  by  the 
serum  iron  divided  by  the  total  iron  binding 
capacity  is  low.  This  is  also  true  of  late  preg- 
nancy to  a less  degree  when  there  is  relative 
iron  deficiency.  In  the  anemia  of  chronic  infec- 
tion and  also  the  anemia  of  malignancy,  hypo- 
proteinemia,  or  rheumatoid  arthritis  the  serum 
iron  is  low  but  iron  binding  capacity  (transfer- 
rin) is  also  reduced  making  the  percent  satura- 
tion normal  or  only  slightly  low.  In  ineffective 
erythropoiesis  and  also  hemolytic  anemia  and 
liver  disease  there  is  an  increased  serum  iron 
and  decreased  iron  binding  capacity  resulting 
in  an  increased  percent  saturation.  Only  in 
hemochromatosis  is  the  transferrin  (See  Fig. 
IV)  totally  saturated.  Dr.  Rossing,  do  you  think 
a person  can  become  iron  deficient  from  diet 
alone  ? 

Transferr  i n 

Condition  (%  saturation) 

Normol  33  j I 


DR:  JONES:  I think  that  one  condition  I see 

commonly  is  a patient  with  iron  deficiency 
anemia  and  gastrointestinal  blood  loss  from 
hiatus  hernia.  These  patients  can  bleed. 

DR.  TOM  HENRY : How  useful  is  arterio- 

graphy in  assessing  the  site  of  blood  loss? 

DR.  JONES:  I haven’t  used  this  much  but  I 

have  seen  reports  of  the  use  of  arteriography. 

DR.  SHREVES:  I have  also  seen  interesting- 

reports  using  a radioactive  detector  lowered 
into  the  gastrointestinal  tract  after  the  intra- 
venous injection  of  chromium  labelled  red  cells. 
When  the  detector  reaches  the  site  of  the  bleed- 
ing, there  will  be  an  increased  count  rate  and 
you  localize  the  source  of  the  bleeding  by  x-ray. 

*DR.  K.  H.  WEGNER:  There  is  another  way 

of  detecting  occult  GI  bleeding,  and  this  is  the 
use  of  injecting  chromium  51  labelled  red  cells 
and  counting  fecal  collections  over  a period  of 
time.  This  has  been  automated  by  Dr.  Lem- 
mon at  Nebraska  by  using  a commode  with  a 
radioactive  detector  for  all  stool  specimens. 
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Hypoproteinemia  40  Ld  1 
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Figure  IV 

See  text.  The  dotted  area  represents  the  serum  iron 
bound  to  tranferrin  and  the  blank  area  the  transferrin 
which  is  not  saturated  by  iron.  The  percent  saturation 
would  be  higher  the  more  iron  (dotted  portion)  in  re- 
lation to  the  total  length  of  the  bar  which  is  the  total 
transferrin. 

DR.  ROSSING:  Yes,  I think  it  occurs  in  older 

patients. 

DR.  JONES:  Yes,  I think  it  occurs  but  it  is 

relatively  rare. 

DR.  R.  D.  SCHULTZ : Is  it  true  that  there 

are  many  patients  who  do  not  respond  to  oral 
iron  therapy? 

DR.  ROSSING:  I think  that  most  patients 

who  do  not  respond  to  oral  iron  do  not  have 
iron  deficiency  anemia. 

"Pathologist,  Sioux  Valley  Hospital,  Professor  of  Path- 
ology, School  of  Medicine,  University  of  South  Da- 
kota 


DR.  BARLOW : What  is  the  place  of  the  new 

fiberoptic  gastrointestinal  scope  in  assessing 
the  site  of  GI  bleeding? 

DR.  JONES:  Occasionally  we  can  note  a site 

of  GI  bleeding  that  the  radiologist  cannot  find. 
I remember  one  case  of  a polyp  of  the  cardia 
of  the  stomach  which  was  bleeding  which  was 
not  seen  by  the  radiologist.  The  cardia  is  a 
blind  area  for  gastrointestinal  x-ray.  Actually, 
the  best  use  of  the  fiberoptic  upper  gastroin- 
testinal scope  is  in  the  diagnosis  of  gastritis. 
DR.  REIS:  I thought  that  one  big  use  of  the 

fiberoptic  gastroscope  was  in  the  acutely  bleed- 
ing patient. 

DR.  SHREVES:  Trying  to  localize  a site  of 

bleeding  in  a bleeding  patient  is  very  difficult. 
I have  never  had  an  experience  with  upper 
gastrointestinal  bleeding  with  a gastroscope, 
but  I have  certainly  tried  it  with  a sigmoido- 
scope in  the  colon  and  there  is  so  much  blood 
that  you  often  cannot  see  anything.  Even 
when  I operate  on  a patient  with  upper  gastro- 
intestinal bleeding  and  have  the  abdomen  and 
bowel  opened,  I find  it  difficult  to  localize  the 
site  of  bleeding  because  of  the  marked  amount 
of  blood  present. 

DR.  WEGNER : Isn’t  it  dangerous  to  use  this 

gastroscope  on  a patient  with  varices? 

DR.  JONES:  I don’t  think  so. 
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DR.  FARRELL:  I would  like  to  say  that  this 

patient  in  the  case  today  has  done  very  well 
after  surgery  and  has  a normal  hemoglobin. 
We  will  have  to,  of  course,  follow  her  for  more 
polyps  at  a later  time. 
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IMPROVING  OUR  JOURNAL 


Many  physicians  have  submitted  articles  for 
publication  in  the  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE  only  to  find  that  a delay  of 
several  months  will  be  encountered  before 
the  paper  can  be  scheduled.  The  number  of 
printed  scientific  pages  is  determined  to  a great 
extent  by  the  corresponding  number  of  pages 
of  advertising  copy  in  a particular  issue.  A 
ratio  of  at  least  50/50,  one  page  of  copy  to  one 
page  of  advertising,  has  been  necessary  due  to 
printing  costs  and  publication  expenses.  How- 
ever, increased  costs  now  indicate  a 40/60  ratio 
may  be  required  to  maintain  the  continued  op- 
eration of  our  Journal. 

The  Journal  staff  has  taken  several  steps  to 
increase  local  advertising  in  recent  months. 
Advertising  will  increase  if  advertisers  can  be 
assured  their  ads  are  read  and  are  productive. 

National  advertising  is  placed  by  large  agen- 
cies in  the  East  and  their  selection  of  journals 


which  they  feel  are  advantageous  often  leaves 
South  Dakota  in  the  position  of  a left-handed 
step  child.  However,  circulation  figures  should 
not  be  the  only  guide  in  placing  advertising. 
Manufacturers  can  influence  the  decisions  of 
the  agencies  if  readers  let  them  know  which 
journals  are  read  and  how  their  advertising 
dollars  can  be  more  effective. 

If  every  reader  of  this  journal  were  to  tell 
every  detail  man  that  he  reads  some  of  the  ma- 
terial in  each  issue  and  that  he  does  see  the 
ads  (or  notes  their  absence  when  they  do  not 
advertise)  the  advertising  volume  and  number 
of  pages  available  for  scientific  material  and 
news  would  soon  increase. 

Will  you  help?  The  results  are  certain  if 
enough  readers  in  South  Dakota  will  make  a 
sincere  effort  to  improve  the  situation  of  our 
Journal. 
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INC. 

NEW  YORK,  NEW  YORK 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC. 

P.O.  BOX  27027,  GOLDEN  VALLEY  STATION,  MINNEAPOLIS,  MINN.  55427 


South  Dakota  Blue  Shield 

SIOUX  FALLS,  SOUTH  DAKOTA 


A-H-Robins 

RICHMOND,  VIRGINIA 


OWEN  SHAY 

AUTOMATED  MANAGEMENT  SYSTEMS 
OF  SOUTH  DAKOTA 

BROOKINGS,  SOUTH  DAKOTA 
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SOUTH  DAKOTA 


DAT  A,  INC. 

SIOUX  FALLS,  SOUTH  DAKOTA 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS,  INDIANA 


Geigy  Pharmaceuticals 

ARDSLEY,  NEW  YORK 


BRISTOL 


LABORATORIES 


NEW  YORK,  NEW  YORK 


SANDOZ  PHARMACEUTICALS 

DIVISION  □ F SAN  DDZ-WAN  DER,  INC. 

HANOVER,  NEW  JERSEY 


North  Central  Credits,  Inc. 

Rapid  City,  So.  Dak. 


CIBA— GEIGY 

Pharmaceuticals  Division 

SUMMIT,  NEW  JERSEY 


ALLIED  MEDICAL  AUDIT  CONTROL,  INC. 

ST.  PAUL,  MINNESOTA 


We  sincerely  appreciate  their  participation  in  our  meeting  to  be  held  June  8,  9,  10,  at  the  Howard 
Johnson  Motor  Lodge,  Rapid  City,  South  Dakota.  Plan  now  to  attend. 
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ASSOCIATION  GRATEFULLY  ACKNOWLEDGES  THE 

FOLLOWING  SPONSORING* 

MEMBERS  FOR  THE  YEAR  1972 

T.  A.  Angelos,  M.D. 

Robert  Heck,  M.D. 

Bruce  Allen,  M.D. 

C.  F.  Hogeboom,  M.D. 

Paul  Aspaas,  M.D. 

DeWayne  Hofer,  M.D. 

Donald  Alcott,  M.D. 

Warren  Jones,  M.D. 

Frank  H.  Austin,  M.D. 

Thomas  W.  Jensen,  M.D. 

Donahoe  Clinic 

T.  R.  Jacobson,  M.D. 

L.  H.  Amundson,  M.D. 

Daniel  F.  Johnson,  M.D. 

V.  H.  Cutshall,  M.D. 

Mitsuo  Kuramoto,  M.D. 

V.  K.  Cutshall,  M.D. 

James  A.  Kunz,  M.D. 

Lynn  DeMarco,  M.D. 

R.  B.  Leander,  M.D. 

J.  W.  Donahoe,  M.D. 

John  Lowe,  M.D. 

R.  R.  Donahoe,  M.D. 

C.  C.  Lardinois,  M.D. 

1.  D.  Eirinberg,  M.D. 

B.  0.  Lindbloom,  M.D. 

Fred  Entwistle,  M.D. 

Leonard  Linde,  M.D. 

M.  R.  Ferrell,  M.D. 

M.  M.  Morrissey,  M.D. 

Richard  Hosen,  M.D. 

B.  R.  McHardy,  M.D. 

C.  W.  Ihle,  M.D. 

R.  D.  Mulder,  M.D. 

R.  E.  Nelson,  M.D. 

Allen  1.  Midell,  M.D. 

E.  H.  Peters,  M.D. 

L.  L.  Massa,  D.O. 

Russell  Orr,  M.D. 

J.  E.  Norris,  M.D. 

Guy  Tam,  M.D. 

W.  L.  Opheim,  M.D. 

Kendall  R.  Burns,  M.D. 

Wm.  J.  Pitlick,  M.D. 

G.  Robert  Bell,  M.D. 

Robert  H.  Quinn,  M.D. 

S.  M.  Brzica,  M.D. 

James  Rud,  M.D. 

Duane  Bork,  M.D. 

Curtis  W.  Rainy,  M.D. 

John  Billion,  M.D. 

G.  B.  Roget,  M.D. 

S.  M.  Doubrava,  M.D. 

Jack  Reid,  M.D. 

W.  C.  Deer,  M.D. 

A.  M.  Semones,  M.D. 

Allan  L.  Dewald,  M.D. 

Howard  Shreves,  M.D. 

R.  G.  Fisk,  M.D. 

Howard  Saylor,  M.D. 

C.  W.  Flevares,  M.D. 

Wm.  Sweeley,  M.D. 

Quincy  Fortier,  M.D. 

Dennis  Seacat,  M.D. 

F.  D.  Gillis,  M.D. 

R.  E.  VanDemark,  M.D. 

D.  A.  Gregory,  M.D. 

F.  R.  Williams,  M.D. 

W.  G.  Greenough,  M.D. 

G.  F.  Wood,  M.D. 

T.  H.  Willcockson,  M.D. 

J.  M.  Hewitt,  M.D. 

L.  S.  Wolpin,  M.D. 

R.  H.  Hayes,  M.D. 

Dennis  J.  Walter,  M.D. 

H.  0.  Haugan,  M.D. 

Philip  R.  Woodworth,  M.D. 

'Sponsoring  Members  contribute  $100  or  more  in  a calendar  year. 
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Announcing . . . 

U-lOO  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 

Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Leadership  in  Diabetes  Research 
for  Half  a Century 


Additional  information 
available  to  the  profession  on  request. 


Everybody  experiences  psychic  tension. 


i 


Most  people  can  handle  this  tension. 


Some  people  dev  elop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

C1 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

\\  arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severelv  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2 V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 

SEVENTY  YEAR  OLD  FEMALE  WITH  RECURRENT 
EPISODES  OF  GASTROINTESTINAL  BLEEDING 

John  F.  Barlow,  M.D.,  FCAP**  Dennis  Reis,  M.D.* 

Pathologist  - Editor  Intern  - Discusser 


CASE  NO.  M574666 

This  70-year-old  Gravida  IV  Para  III  AB  I white 
female  was  admitted  to  Sioux  Valley  Hospital  for  the 
first  time  two  years  and  nine  months  prior  to  admission 
because  of  tarry  stools,  dizziness,  and  ringing  in  the 
ears  for  3 days. 

The  patient  stated  that  she  had  had  tarry  stools  3-4 
times  a day  for  the  past  3 days.  She  normally  had  one 
bowel  movement  a day  which  was  formed  and  not  tarry. 
She  was  on  no  medications  or  other  food  substances 
which  would  darken  her  stools.  There  was  no  complaint 
of  nausea  or  vomiting,  but  mild  right  lower  quadrant 
nagging  pain  which  was  intermittent  but  not  cramping 
and  not  aggravated  by  any  specific  food  or  situation 
was  described.  The  patient  had  noted  some  dizziness 
and  ringing  in  the  ears  for  the  past  3 days.  Three  years 
previously,  the  patient  had  been  hospitalized  on  3 dif- 
ferent occasions  for  GI  bleeding.  She  had  been  trans- 
fused with  3 units  of  blood  and  had  been  put  on  a soft 
diet.  She  did  not  eat  spicy  foods  and  did  not  complain 
of  any  food  intolerance.  There  was  no  history  sugges- 
tive of  ulcer  disease  and  no  history  of  jaundice.  There 
was  no  history  of  bloating  or  belching.  There  was  no 
history  of  other  previous  hospitalizations  or  any  opera- 
tions. There  was  no  loss  of  appetite  and  no  weight 
loss.  Review  of  systems  was  otherwise  unremarkable. 

PHYSICAL  EXAMINATION: 

The  patient  was  in  no  acute  distress,  had  a pulse  of 
90/minute  and  regular,  blood  pressure  190  systolic  over 
102  diastolic  in  the  left  arm,  and  190  systolic  over  92 
diastolic  in  the  right  arm.  Respirations  were  20/minute 
and  regular  and  temperature  was  97.8°F.  The  patient 
was  5'  2"  and  weighed  132  lbs.  There  were  Grade  II 
hypertensive  changes  in  the  fundi.  Examination  of  the 
neck  was  unremarkable.  The  lungs  were  clear  to 
ausculatation  and  percussion.  The  heart  was  not  en- 
larged on  physical  examination.  There  was  a Grade 
II-VI  which  was  best  heard  over  the  apex.  There  was 
no  radiation  of  the  murmur.  Examination  of  the  ab- 
domen revealed  the  liver  and  spleen  were  not  palpable. 
There  were  no  masses.  There  was  some  tenderness  to 
deep  palpation  in  the  right  lower  quadrant.  The  re- 
flexes were  2+  bilateral  and  symmetrical.  There  were 
no  pathologic  reflexes.  Rectal  examination  was  un- 
remarkable. 


*Intern,  Sioux  Valley  Hospital 

** Pathologist,  Laboratory  of  Clinical  Medicine  and 
Sioux  Valley  Hospital,  Professor  of  Pathology,  School 
of  Medicine,  University  of  South  Dakota 


Supported  in  part  by  Clinical  Cancer  Training  Grant  T12 
CA08032  from  the  National  Cancer  Institute  of  the  National  Insti- 
tute of  Health,  U.  S.  Public  Health  Service. 


LABORATORY  DATA: 

Urine  was  straw  colored,  clear;  specific  gravity 
1.015;  negative  for  protein,  glucose,  bile,  reducing  sub- 
stances, and  hemoglobin.  Sediment  showed  2-4  leuko- 
cytes per  high  power  field.  Hemoglobin  was  12.7 
gm/dl,  red  count  4.56  million/mm3,  hematocrit  39  vol/ 
dl,  mean  corpuscular  hemoglobin  27  micromicrograms, 
mean  corpuscular  volume  83  cubic  micra,  mean  corpus- 
cular hemoglobin  concentration  33%.  Total  leukocyte 
count  10, 300/mm3  with  79%  segmented  neutrophils, 
3%  neutrophilic  bands,  16%  lymphocytes  and  2%  mono- 
cytes. The  red  cells  were  normochromic,  normocytic. 
There  was  slight  anisocytosis  and  poikilocytosis.  The 
platelets  were  normal  in  number  and  morphology.  A 
stool  for  occult  blood  was  negative.  The  pH  was  7.43 
and  pCO-  40  mm  of  Hg.  CO2  content  27  meq/L,  sodium 
137  meq/L,  potassium  3.5  meq/L,  chloride  103  meq/L. 
Total  protein,  total  bilirubin,  asparate  aminotransferase 
(SGOT),  lactic  dehydrogenase,  alkaline  phos- 
phatase, calcium,  uric  acid,  blood  urea  nitro- 
gen, cholesterol,  and  glucose  were  within  normal 
limits.  An  electrocardiogram  was  abnormal  with  intra- 
ventricular conduction  delay  which  may  have  been 
secondary  to  fibrosis.  There  were  nonspecific  ST-T 
wave  changes  suggestive  of  ischemia.  A barium  enema 
was  negative.  An  upper  gastrointestinal  series  showed 
an  apparent  lesion  in  the  proximal  descending  duo- 
denum. This  was  described  as  an  apparent  extrinsic 
pressure  defect  along  the  medial  wall  of  the  proximal 
descending  duodenum.  There  was  a large  duodenal 
diverticulum  also.  A pap  smear  was  Class  I and  atro- 
phic. A sigmoidoscopy  revealed  no  abnormalities. 

The  patient  was  readmitted  2 years  and  9 months 
later  with  a complaint  of  blood  in  the  stools  for  the 
last  week  or  ten  days  and  a feeling  of  generalized 
weakness.  During  the  interim  the  patient  might  have 
had  some  bleeding  from  the  gastrointestinal  tract  by 
history,  but  she  did  not  become  anemic.  A week  prior 
to  this  admission,  she  developed  black-colored  stools 
with  some  reddish  tinge  to  them.  There  was  mild  gen- 
eralized weakness  and  fatigue.  Her  hemoglobin  was 
9.0  gm/dl.  Again  there  was  no  nausea,  vomiting, 
change  in  stool  habits,  weight  loss,  or  anorexia.  Blood 
pressure  on  this  admission  was  124  systolic  and  68 
diastolic.  The  pulse  70/minute  and  regular.  There 
were  no  audible  murmurs  and  the  heart  was  not  en- 
larged. The  remainder  of  the  physical  examination  was 
unchanged.  Abdominal  and  rectal  examination  were 
again  not  revealing. 

LABORATORY  DATA: 

Urinalysis  - amber,  turbid;  specific  gravity  1.017; 
pH  5.0;  1+  proteinuria;  negative  for  glucose,  reducing 
substances,  ketone,  bile,  and  hemoglobin.  There  were 
5-10  white  cells  per  high  power  field,  and  3-5  red  cells 
per  high  power  field.  Hemoglobin  was  10  gm/dl,  red 
count  3.85  million/mm3,  hematocrit  33  vol/dl,  mean 
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corpuscular  hemoglobin  26  micromicrograms,  mean 
corpuscular  volume  84  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  31%,  total  leukocyte  count 
5,800/mm3  with  76%  segmented  neutrophils,  3%  eosino- 
phils, and  21%  lymphocytes.  The  red  cells  were  slightly 
hypochromic  and  the  platelets  were  normal  in  number 
and  morphology.  An  alkaline  phosphatase,  bilirubin, 
asparate  aminotransferase  (SGOT)  prothrombin  time, 
total  protein,  calcium,  inorganic  phosphorous,  choles- 
terol, glucose,  blood  urea  nitrogen,  uric  acid,  creatinine, 
total  bilirubin,  and  lactic  dehydrogenase  were  within 
normal  limits.  A protein  electrophoresis  showed  a total 
protein  of  7.2  gm/dl  with  3.8  gm/dl  of  albumin,  0.3 
gm/dl  of  alpha  I globulin,  1.1  gm/dl  of  alpha  II  globu- 
lin, 1.1  gm/dl  of  beta  globulin,  and  0.9  gm/dl  of  gamma 
globulin.  A barium  enema  was  again  negative.  A sig- 
moidoscopy showed  a benign  adenomatous  polyp.  A 
repeat  upper  gastrointestinal  series  showed  an  abnorm- 
ality in  the  duodenum.  A definitive  procedure  was  per- 
formed. 

DR.  DENNIS  REIS:  In  summary  we  have  a 

70-year-old  lady  with  at  least  a 3-year  history 
of  gastrointestinal  bleeding.  The  bleeding  was 
severe  enough  to  cause  anemia  and  require 
transfusions.  There  were  no  other  major 
gastrointestinal  symptoms.  There  was  right 
lower  quadrant  pain,  but  this  was  mild  and 
nonspecific.  On  physical  examination  there 
was  mild  right  lower  quadrant  tenderness  but 
no  mass.  Incidentally  she  had  an  elevated  blood 
pressure  on  her  first  admission  but  not  on  her 
second  admission.  This  is  rather  unusual  since 
she  was  not  treated.  There  is  not  much  else  to 
go  on.  Can  I see  the  x-rays? 

*DR.  BRYSON  McHARDY : Only  the  upper 

gastrointestinal  series  in  this  woman  are  of  in- 
terest. In  1970  this  upper  gastrointestinal 
series  was  taken.  There  was  an  extrinsic  de- 
fect shown  in  this  region  (Fig.  I).  What  we 
mean  by  an  extrinsic  defect  is  extrinsic  to  the 
mucosa  of  the  bowel.  Spot  films  demonstrated 
that  this  defect  was  persistent.  We  had  films 
from  an  outside  hospital  two  years  prior  to 
admission  and  again  could  see  this  same  de- 
fect. This  did  not  seem  to  have  progressed  and 
we  thought  this  represented  some  benign  con- 
dition of  the  duodenum.  This  is  a recent  gastro- 
intestinal series  and  shows  some  enlargement 
of  this  defect  which  was  previously  seen.  There 
is  also  a questionable  central  ulceration  in  the 
present  study.  My  first  diagnosis  on  this  lesion 
would  be  some  benign  tumor  such  as  a leiomy- 
oma. Incidentally,  I should  have  mentioned 
that  there  was  a diverticulum  of  the  duodenum 
on  both  films  (Fig.  II). 

I)R.  REIS:  I was  somewhat  confused  by  the 

protocol  because  it  talks  about  an  extrinsic 
defect  at  one  time  and  an  abnormality  in  the 
duodenum  the  second  time.  I thought  that  this 

* Radiologist,  Sioux  Valley  Hospital;  Faculty,  School  of 
Medicine,  University  of  South  Dakota 


Figure  I 

Abnormal  defect  in  the  duodenum.  Below  defect  is  a 
diverticulum  of  the  duodenum.  X-ray  taken  two  years 
prior  to  present  admission. 


Figure  II 

Present  x-ray  with  persistent  defect  in  duodenum. 


might  be  less  than  careful  phrasing  but  it  was 
somewhat  confusing.  Dr.  McHardy  has  given 
a differential  diagnosis  of  benign  tumor.  I 
think  in  approaching  a differential  diagnosis  of 
a lesion  in  that  area,  one  has  to  realize  that 
there  are  several  anatomic  structures  at  that 
spot.  The  duodenum  is  retroperitoneal  in  this 
area.  The  region  is  crossed  by  the  transverse 
colon.  The  right  hilum  of  the  kidney  is  behind 
and  a little  bit  lateral  to  this  region.  The  in- 
ferior vena  cava  and  the  head  of  the  pancreas 
are  to  the  right  medial  side  of  this  area.  The 
aorta  is  toward  the  left.  There  are  also  many 
lymph  nodes  and  lymphatics  in  this  region. 
A tumor  mass  of  these  organs  or  the  duodenum 
would  have  to  be  first  in  the  diagnosis  and  be- 
cause of  a documented  long  history  it  would 
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have  to  be  benign.  Also  the  absence  of  an  intes- 
tinal obstruction  would  suggest  a benign  lesion. 
There  was  no  jaundice  as  one  might  expect 
from  a carcinoma  of  the  head  of  the  pancreas 
which  could  cause  a defect  in  the  x-ray  in  this 
region.  There  was  no  other  adenopathy  des- 
cribed which  would  suggest  a lymphoma  in  this 
region.  I think  one  has  to  consider  a congenital 
lesion  such  as  an  annular  pancreas  but  the  pa- 
tient is  a little  old  for  this  and  I would  have 
expected  obstruction  to  be  the  presenting  symp- 
tom. One  must  consider  vascular  lesions.  The 
high  blood  pressure  on  one  admission  and  ab- 
sence in  the  other,  and  the  age  of  the  patient 
certainly  would  bring  the  possibility  of  ab- 
dominal aortic  aneurysm  to  mind.  There  was 
no  history  of  trauma  to  suggest  a traumatic 
lesion  such  as  a pancreatic  pseudocyst  or  hema- 
toma. One  could  consider  an  infectious  process 
such  as  tuberculosis  of  a retroperitoneal  lymph 
node,  or  paraduodenal  abscess  from  a ruptured 
diverticulum.  A diverticulum  was  present. 
The  patient  had  no  fever  or  other  symptoms 
to  suggest  this  process. 

*DR.  E.  C.  FARKAS:  Why  did  you  wait  three 

years  with  the  defect  in  the  duodenum? 

DR.  McHARDY : I think  the  major  reason 

was  because  there  was  no  change  in  the  lesion 
between  previous  x-rays  and  the  present  ones. 

**DR.  WARREN  JONES:  Part  of  the  reason 

was  because  the  bleeding  was  never  really  pro- 
fuse and  the  patient  was  never  really  that  sick. 
I didn’t  show  the  case  to  a surgeon.  She  seemed 
to  get  over  these  periods  of  hemorrhage  spon- 
taneously. 

***DR.  B.J.  WILLIAMS:  Was  the  defect  or  the 
diverticulum  supposed  to  be  the  cause  of  the 
gastrointestinal  bleeding? 

DR.  JONES:  Not  necessarily.  That  is  why 

she  was  investigated  carefully  for  some  other 
possibility. 

fDR.  R.  A.  JAQUA:  This  x-ray  was  recog- 

nized as  having  a defect  not  just  in  retrospect? 

DR.  McHARDY:  Yes. 

"Pathologist,  Sioux  Valley  Hospital;  Assistant  Clinical 
Professor  of  Pathology,  School  of  Medicine,  Univer- 
sity of  South  Dakota. 

■"'“Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital; Associate  Dean,  School  of  Medicine,  University 
of  South  Dakota. 

***Obstetrician-Gynecologist,  Sioux  Valley  Hospital. 
fPathologist,  Sioux  Valley  Hospital;  Assistant  Clini- 
cal Professor  of  Pathology,  School  of  Medicine, 
University  of  South  Dakota. 
ffSurgeon,  Sioux  Valley  Hospital;  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
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DR.  REIS:  I can’t  pin-point  exactly  the  diag- 

nosis here  but  I suspect  it  was  a benign  tumor 
of  the  duodenum  of  some  sort. 

DR.  REIS'S  DIAGNOSIS 

BENIGN  TUMOR  OF  DUODENUM 
DR.  BARLOW : Dr.  Ensberg,  do  you  have 

some  comments  about  this  case? 

ft  DR.  DORENCE  ENSBERG:  Diagnos- 

tically I have  not  a great  deal  to  add.  I think 
all  of  the  signs  pointed  to  a benign  lesion. 
There  was  significant  bleeding  requiring  four 
transfusions  and  a history  of  several  distinct 
episodes  of  bleeding  within  the  past  year.  This 
in  addition  to  the  fact  that  the  lesion  had  en- 
larged, I think  warranted  an  exploration  of  the 
abdomen. 

At  operation  a firm  mass  about  5 cm.  in 
diameter  was  found  in  the  head  of  the  pancreas. 
I could  not  tell  whether  it  arose  in  the  pan- 
creas or  the  duodenum.  We  removed  an  ad- 
jacent lymph  node  which  was  normal.  We  did 
a Kocher  maneuver  opening  the  duodenum  to 
palpate  the  mass.  It  was  definitely  a pulsating 
mass  and  there  was  a large  gastroduodenal 
artery  which  led  into  the  lesion.  I did  not  feel 
it  was  an  aneurysm.  Biopsy  of  the  mass  gave 
rise  to  considerable  bleeding.  I sent  the  biopsy 
over  to  pathology  and  Dr.  Barlow  called  this 
a leiomyoma.  I told  him  it  was  from  the  pan- 
creas and  there  was  a dead  silence  on  the  other 
end  of  the  line,  so  I figured  I wasn’t  going  to 
get  any  more  help  there.  I should  have  men- 
tioned that  when  I opened  the  duodenum  there 
was  an  ulcer  over  the  lesion.  This  ulceration  of 
the  mucosa  seemed  to  correspond  with  the  um- 
bilication  seen  by  the  radiologist.  I felt  we 
were  dealing  with  a vascular  lesion  and  one 
that  had  already  been  eroded.  There  had  been 
bleeding  at  biopsy.  I thought  the  lesion  had 
great  potential  for  hemorrhage  and  even  exsan- 
guinating-hemorrhage  could  occur.  I felt  ob- 
liged to  remove  this  lesion.  On  further  inves- 
tigating I found  there  was  no  way  it  could  be 
separated  from  the  surrounding  pancreas  and 
duodenum.  The  only  way  out  of  this  dilemma 
was  a pancreaticoduodenectomy  which  we  pro- 
ceeded to  do.  In  doing  the  procedure  there  was  a 
rather  low  junction  of  the  cystic  with  the  com- 
mon bile  duct  and  on  cutting  across  the  com- 
mon duct,  the  cystic  duct  was  also  severed. 
This  then  necessitated  a cholecystectomy  in  ad- 
dition to  the  usual  Whipple  procedure.  One 
other  thing  was  the  addition  of  a vagotomy  to 
this  procedure.  I am  still  debating  whether 
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this  was  the  right  or  wrong  thing  to  do,  but 
at  the  time  I thought  it  would  be  one  way  to 
protect  the  jejunum  from  ulceration.  We  re- 
sected the  head  of  the  pancreas,  duodenum, 
lower  stomach,  and  gallbladder.  A vagotomy 
was  performed.  A pancreatico-jejunostomy 
was  performed  end-to-end.  A c-holedochojej un- 
ostomy was  performed  end-to-side  and  also  a 
gastrojejunostomy  end-to-side. 

*DR.  TOM  HENRY : How  long  did  this  opera- 

tion take? 

DR.  ENSBERG:  Approximately  6-7  hours. 

DR.  REIS:  How  did  the  patient  do? 

DR.  ENSBERG:  In  the  early  postoperative 

period  there  was  no  problem.  We  did  have  a 
problem  later  with  delay  in  emptying  of  the 
stomach.  This  may  have  been  due  to  the  fact 
that  we  did  a vagotomy  but  just  about  the 
time  I was  thinking  of  doing  barium  studies, 
the  patient’s  stomach  did  empty.  The  patient 
has  been  discharged  and  seen  in  the  office. 
She  is  reasonably  comfortable  and  weighs  135 
lbs.  She  has  some  distress  after  eating,  but 
she  is  up  and  around.  She  has  digestive  com- 
plaints as  you  might  expect  after  this  kind  of 
surgery.  There  have  been  no  further  episodes 
of  bleeding. 

DR.  BARLOW : This  proved  to  be  an  interest- 
ing case  and  I want  to  show  the  gross  picture 
of  the  lesion.  Here  is  the  central  ulceration  in 
the  leiomyoma  of  the  duodenum  (Fig.  Ill  and 
IV).  The  following  photomicrograph  shows  this 
as  a typical  leiomyoma  and  shows  intimate 


Figure  III 

Stomach  is  above  and  right  of  label.  In  duodenum  be- 
low label  is  the  leiomyoma  which  has  superficial  ulcer- 
ation as  described  in  x-ray. 


Pathology  Intern,  Sioux  Valley  Hospital. 


blending  with  the  tissues  of  the  duodenum  and 
pancreas.  There  are  many  large  dilated  vessels 
in  the  lesion.  Grossly  the  lesion  was  densely 
adherent  to  the  duodenum  and  pancreas.  The 
vascularity  of  this  lesion  is  striking  (Fig.  V) . 

DR.  ENSBERG:  Are  these  lesions  usually  so 

vascular? 


Figure  IV 


Cut  section  of  leiomyoma  with  central  scarring. 


Figure  V 

Mucosa  of  duodenum  at  top.  Below  is  tumor  with 
multiple  dilated  thin  walled  blood  vessels  accounting 
for  the  vascularity  of  the  lesion  clinically-pulsation  and 
bleeding  on  biopsy. 
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Figure  VI 


High  power  to  denote  typical  leiomyomatous  appear- 
ance. 

DR.  BARLOW : I have  not  seen  many  leiomy- 

omas of  the  duodenum  but  they  are  more  com- 
mon in  the  stomach.  I have  not  seen  one  of  this 
marked  vascularity.  Tumors  of  the  small  bowel 
are  rare.  In  a series  of  199,  122  were  malig- 
nant and  77  benign.  In  a series  of  327  malig- 
nant small  bowel  tumors,  only  18%  were  in  the 
duodenum,  36%  were  in  the  jejunum,  and  41% 
were  in  the  ileum.  128  of  these  were  adeno- 
carcinomas which  were  evenly  distributed  and 
68  were  carcinoid,  85%  of  which  were  in  the 
ileum.  Of  the  benign  tumors  in  the  duodenum 
the  following  table  shows  that  leiomyoma  is  a 
relatively  common  lesion. 

BENIGN  DUODENAL  TUMORS 
28  adenomas 
28  leiomyomas 
17  lipomas 

8 hemangiomas  (all  in  the  first  portion) 

Leiomyomas  of  the  small  bowel  are  rather 
rare.  They  are  much  more  common  in  the 
stomach.  When  they  do  occur  in  the  small 
bowel  80%  are  in  the  jejunum  and  ileum  and 
only  20%  in  the  duodenum.  They  may  be  from 
microscopic  to  massive  in  size.  Leiomyosar- 
comas do  occur  and  their  differentiation  from 
leiomyomas  utilizes  the  usual  histologic  criteria 
of  cellularity  and  mitoses.  Although  these 
lesions  do  not  invade  the  mucosa,  ulcerations 
and  bleeding  are  frequent  complications  as  in 
this  case. 

FINAL  ANATOMIC  DIAGNOSIS 

LEIOMYOMA  OF  DUODENUM 

BIBLIOGRAPHY 

Cancer  - Diagnosis,  Treatment  and  Prognosis,  Lauren 
V.  Ackerman  and  Juan  A.  deRegato,  Fourth  Edition,  C. 
V.  Mosby  Company,  St.  Louis,  pp.  465-477,  1970. 
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President's  Page 


With  the  escalating  interest  of  the  public,  governmental,  and  third-party  agencies  in  medical 
care,  I would  like  to  call  your  attention  to  three  areas  of  immediate  concern,  in  which  the  South 
Dakota  State  Medical  Association  has  a compelling  involvement. 

One  is  the  medical  education  program  for  the  state  of  South  Dakota.  We  have  been  deeply 
concerned  with  this  problem  during  the  past  two  years,  and  it  is  my  hope  that  the  South  Dakota 
State  Medical  Association  Committee  for  Medical  Education  will  continue  its  dedicated  work 
during  the  important  months  ahead  of  us.  We  are  relying  on  Dr.  William  Taylor,  who  so  effective- 
ly provided  leadership  this  past  year,  to  continue  as  coordinator  of  the  Association’s  Study  Commit- 
tee and  the  Citizens’  Committee,  in  the  effort  to  obtain  approval  of  a degree-granting  medical  school 
for  our  state.  Further  efforts  in  this  direction  will  be  detailed  for  you  in  the  near  future. 

Another  area  of  major  study  and  implementation  this  coming  year  involves  the  PSRO  man- 
dated by  public  law.  It  may  be  medicine’s  last  opportunity  for  professional  direction  of  the  health 
care  delivery  system  within  the  voluntary  sector.  We  dare  not  fail  in  the  development  of  an 
effective  PSRO  and  Quality  Assurance  Program  for  our  state. 

Continuing  medical  education  for  physicians  has  reached  a critical  need,  and  we  must  imple- 
ment, in  the  immediate  future,  programs  essential  to  the  fulfillment  of  required  postdoctoral 
educational  standards. 

Your  suggestions  and  concerns  in  these  and  any  other  Medical  Association  matters  would  be 
appreciated  by  your  State  Medical  Association  officers,  councilors,  and  administration. 

Our  Association  will  have  met  after  this  writing;  and,  again,  I would  like  to  personally  com- 
mend Dr.  Taylor  for  his  leadership  this  past  year,  and  I shall  make  every  effort  to  maintain  the 
same  level  of  dedication  and  competence  in  conducting  the  office  of  President  of  the  South  Da- 
kota State  Medical  Association.  His  continued  counsel  and  participation  will  be  very  helpful  to  us, 
as  will  be  that  of  the  President-Elect,  Dr.  Robert  Van  Demark. 

May  I call  your  attention  to  the  April  issue  of  Today’s  Health,  which  is  the  50th  Anniversary 
Issue.  This  publication  continues  to  be  the  outstanding,  authentic,  public-information  source 
for  a broad  spectrum  of  medical  information.  It  is  very  much  appreciated  in  our  waiting  rooms 
and  public  libraries  as  a source  of  reliable  medical  information. 

T.  H.  Sattler,  M.D. 

President 
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SYSTOLIC  TIME  INTERVALS: 

A NON-INVASIVE  METHOD  TO  DETERMINE 
LEFT  VENTRICULAR  FUNCTION 

Current  status,  advantages  and  limitations* 


By 

Ralph  Shabetai,  M.I). 
Department  of  Medicine 
University  of  Texas  Medical  School 
Houston,  Texas  77025 


Measurement  of  systolic  time  intervals  was 
developed  as  a technique  to  allow  the  clinician 
to  assess  the  function  of  the  left  ventricle  in  a 
non-invasive  manner.  These  intervals  are  ob- 
tained with  the  following  simple  instruments: 

(1)  A microphone  placed  on  the  precordium 
to  register  the  first  and  second  heart  sounds 
distinctly. 

(2)  A transducer  placed  over  the  carotid  ar- 
tery to  record  its  pulse  contour  with  sharp  on- 
set and  precise  dicrotic  notch. 

(3)  Conventional  ECG  electrodes  to  define 
the  exact  time  of  the  onset  of  the  QRS  com- 
plex. 

The  three  signals  obtained  with  these  devices 
are  recorded  on  a three-channel  strip  chart 
recorder  at  a fast  paper  speed,  preferably  100 
mm/sec. 

The  left  ventricle  does  not  squeeze  blood  into 
the  aorta  slowly,  as  one  squeezes  juice  from  a 
lemon,  but  abruptly  forces  blood  through  its 
orifices.  During  isovolumic  systole,  a 50  milli- 
second period  when  the  aortic  and  mitral  valves 
are  both  closed,  the  ventricle  develops  tension. 
Near  the  time  of  peak  tension,  the  aortic  valve 
opens  and  the  left  ventricle  rapidly  ejects  two- 

*Prepared  by  the  South  Dakota  Heart  Association  for 
this  Journal. 


thirds  of  its  content  into  the  arterial  system 
before  the  aortic  valve  again  closes.  Hemody- 
namic studies  show  that  a normal  ventricle,  or 
a ventricle  being  stimulated  pharmacologically, 
develops  isovolumic  tension  more  rapidly  than 
a diseased  ventricle,  or  one  exposed  to  agents 
with  negative  inotropic  effects.  In  addition,  it 
has  been  demonstrated  that  left  ventricular 
ejection  time  (LVET)  varies  directly  with 
stroke  volume.  Thus,  short  isovolumic  systole, 
large  stroke  volume,  and  long  ejection  time 
characterize  normal  left  ventricular  function. 

LVET  can  be  approximated  easily  by  record- 
ing the  time  between  the  onset  of  ejection  and 
dicrotic  notch  of  the  externally  recorded  caro- 
tid pulse.  Weissler  and  associates  calculated 
pre-ejection  period  by  subtraction.  They  meas- 
ured “total  electromechanical  systole”  as  the 
interval  between  the  onset  of  the  QRS  com- 
plex and  the  first  major  component  of  the 
aortic  valve  closure  sound.  From  total  electro- 
mechanical systole  they  subtracted  the  left  ven- 
tricular ejection  time  determined  from  the  ex- 
ternal carotid  pulse  tracing.  The  difference 
yielded  the  pre-ejection  period  of  systole 
(PEP).  PEP  includes  the  electromechanical 
coupling  interval  as  well  as  isovolumic  systole. 
However,  hemodynamic  studies  have  shown 
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that  PEP  varies  proportionately  with  isovolum- 
ic  systole.  Thus,  Weissler’s  work  divided  systole 
into  externally  measured  pre-ejection  and  ejec- 
tion periods,  and  showed  that  normal  ventricu- 
lar function  is  characterized  by  a short  pre- 
ejection period  and  a long  ejection  period.  Not 
surprisingly,  the  ratio  PEP/LVET  is  a more 
sensitive  index  of  ventricular  function  than  the 
numerator  alone  and,  certainly,  than  the  de- 
nominator alone. 

Clearly,  mechanical  events  in  the  heart  and 
arteries  are  time  dependent.  Thus,  the  PEP 
associated  with  a fast  heart  rate  is  less  than 
that  seen  with  a slow  rate,  and  LVET  with  a 
fast  rate  is  less  than  with  a slower  rate,  be- 
cause tachycardia  occurs  largely,  although  not 
exclusively,  at  the  expense  of  diastole.  Weiss- 
ler  and  his  associates,  using  data  from  thou- 
sands of  patients  have  developed  regression 
equations  from  which  normal  PEP  and  LVET 
can  be  predicted  as  a function  of  heart  rate. 
Other  regression  equations  obtained  show  that 
PEP/LVET  can  be  used  to  predict  the  ejection 
fraction,  a sensitive  ventriculographic  index 
of  left  ventricular  function. 

Valvular  disease  alters  the  conditions  affect- 
ing filling  and  emptying  of  the  ventricles.  Thus, 
systolic  time  intervals  from  patients  with  val- 
vular disease  are  difficult  to  interpret.  The 
technique  has  thus  found  its  greatest  applica- 
tion in  detection  and  assessment  of  ischemic 
heart  disease  and  myocardial  disease.  Systolic 
time  intervals  have  also  been  employed  to  as- 
sess the  effects  of  interventions,  such  as  exer- 
cise, pacing,  and  drugs. 

Measurement  of  systolic  time  intervals  of- 
fered promise  of  becoming  useful  for  serial 
study  of  left  ventricular  function,  in  patients 
in  the  coronary  care  unit  after  myocardial  in- 
farction, and  in  post-operative  patients  after 
coronary  artery  surgery.  However,  in  both 
these  areas,  results  have  been  conflicting. 

How  readily  can  these  data  be  obtained?  Re- 
liable systolic  time  intervals  can  be  recorded 
by  any  physician  who  has  ready  access  to 
a high-quality  multi-channel  phonocardiograph, 
performs  the  technique  frequently,  is  careful 
to  assure  high  quality  ECG,  phonocardiogram 
and  pulse  tracings,  has  the  time  and  patience 
to  make  accurate  measurements,  and  under- 
stands the  limitations  of  the  method. 

Can  systolic  time  interval  measurement  ever 
substitute  for  cardiac  catheterization  to  yield 
information  that  is  not  apparent  from  the  his- 
tory, physical  examination,  ECG  and  chest  X- 


ray?  For  a decade  or  more,  the  systolic  time 
interval  technique  gained  little  acceptance  and 
was  not  utilized  by  most  cardiologists.  As  the 
need  to  evaluate  left  ventricular  function  in- 
creased, systolic  time  intervals  became  more 
popular.  Unfortunately,  the  technique  was  fre- 
quently employed  in  a manner  which  its  origin- 
ators would  deplore. 

Measurement  of  systolic  time  intervals  sel- 
dom yields  data  that  surprise  the  experienced 
cardiologist.  When  considered  in  context,  such 
measurements  may  supply  useful  information. 
Moreover,  they  have  two  cardinal  virtues: 

(1)  They  can  be  performed  repeatedly  with 
no  danger,  little  or  no  discomfort,  and  little 
expense  to  the  patient ; and 

(2)  The  results  are  quantitative.  Thus, 
serial  changes  can  be  detected  readily.  Accord- 
ingly, measurement  of  systolic  time  intervals 
is  likely  to  play  an  increasing  role  in  clinical 
cardiology  and  deserves  continued  energetic 
research  effort. 
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MINUTES  OF  THE  COUNCIL  MEETING 

Saturday,  April  28,  1973  Howard  Johnson  Motor  Lodge 
9:00  A.M.  Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  by  Dr.  Fred  Leigh, 
Chairman  of  the  Council.  Those  present  for  roll  call 
were  Doctors  Taylor,  Sattler,  Van  Demark,  Reding, 
Quinn,  Stransky,  Leigh,  Bartron,  Seaman,  Tracy,  Lush- 
bough,  Swanson,  Lewis,  Begley,  Reaney,  Mead,  Cosand, 
Ryan  and  Bell.  Commission  chairmen  present  included 
Dr.  John  F.  Barlow  and  Dr.  E.  H.  Heinrichs. 

Dr.  Bartron  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as  they 
have  been  published.  The  motion  was  seconded  by  Dr. 
Bell  and  carried. 

Dr.  Leigh  introduced  Dr.  Mead  of  Spearfish.  Dr. 
Taylor  moved  that  Dr.  Mead  be  named  as  Councilor 
from  the  Black  Hills  district  to  complete  the  unexpired 
term  of  Dr.  Ruud  who  resigned.  The  motion  was  sec- 
onded by  Dr.  Swanson  and  carried. 

Dr.  Paul  Hohm,  Huron,  appeared  before  the  Council 
to  discuss  the  present  problem  involving  the  medical 
staff  and  the  administrator  of  St.  John’s  Regional 
Medical  Center.  Dr.  Hohm  presented  background  in- 
formation on  the  situation  including  the  provisions  for 
properly  revising  the  bylaws  of  the  hospital  and  the 
method  in  which  the  administrator  is  attempting  to 
change  these  bylaws.  He  stated  that  a sixteen  page 
memorandum  of  law  was  issued  by  the  administrator 
which  states  that  as  of  July  1,  1973,  the  bylaws  will 
be  changed  and  the  medical  staff  will  abide  by  these 
bylaws.  Mr.  Johnson  indicated  that  he  had  contacted 
the  AMA  concerning  this  case,  and  the  AMA  has  lent 
legal  assistance  to  the  Huron  physicians.  Dr.  Hohm 
requested  that  the  State  Medical  Association  support 
the  Huron  physicians  in  this  case.  Dr.  Tracy  moved 
that  the  Council  notify  the  Huron  District  that  the 
State  Medical  Association  recognizes  their  problem  and 
that  the  Association’s  legal  counsel  will  be  directed 
to  act  as  a friend  of  the  court  in  any  court  case.  The 
motion  was  seconded  by  Dr.  Stransky.  Dr.  Bartron 
moved  that  the  motion  be  amended  to  include  that  the 
Council  obtain  legal  representation  to  assist  in  the 
preparation  and  presentation  of  the  court  action.  The 
amendment  was  seconded  by  Dr.  Bell  and  carried.  The 
Council  voted  to  accept  the  motion  as  amended. 

MINUTES  OF  THE  MEETING  COMMISSION 
ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
1:00  P.M.  The  Plateau 

Saturday,  March  31,  1973  Watertown,  South  Dakota 

The  meeting  was  called  to  order  at  1:00  p.m.  by  R. 
W.  Honke,  M.D.,  Acting  Chairman.  Present  were  Doc- 
tors R.  W.  Honke,  R.  G.  Gere,  K.  Zvejnieks,  Robert 
Hayes,  Bill  Church.  Also  in  attendance  were  W.  R. 
Taylor,  M.D.,  L.  D.  Taylor,  M.D.,  and  Bob  Johnson. 

A motion  was  made,  seconded  and  carried  to  dispense 
with  the  reading  of  the  minutes  of  the  previous  meet- 
ing inasmuch  as  they  have  been  published. 

A report  on  the  1973  legislative  session  was  made 
by  Dr.  Taylor,  Dr.  Hayes  and  Mr.  Johnson.  A discus- 
sion of  the  medical  school  proposal  was  held.  No  recom- 
mendations were  made  by  the  Commission  regarding 
future  legislative  matters  concerning  the  medical 
school. 

The  Commission  then  considered  a letter  from  a 
South  Dakota  physician  regarding  the  Basic  Science 
Law.  Dr.  Church  moved  that  the  executive  secretary 
be  directed  to  answer  the  letter  in  the  manner  dis- 
cussed at  the  Comission  meeting — that  the  5 year  waiv- 
er provision  and  utilization  of  FLEX  examinations  will 
eliminate  many  of  the  problems  regarding  Basic 
Science.  The  motion  was  seconded  and  carried. 

Dr.  Church  moved  that  the  Commission  go  on  record 
as  favoring  retention  of  the  Basic  Science  Law  because 
it  is  the  only  instrument  we  have  to  control  the  prac- 
tice of  quackery  in  South  Dakota  because  of  the  in- 
junctive prerogative  which  the  Board  of  Medical 


Examiners  does  not  have  nor  does  any  other  practice 
board  in  this  state.  The  motion  was  seconded  and  car- 
ried. 

The  Commission  discussed  possible  legislation  con- 
cerning malpractice  which  would  require  that  a bond 
be  posted  by  the  plaintiff  as  security  fur  costs  of  de- 
fense if  the  suit  was  without  legal  merit  or  frivolous. 
No  action  was  taken  by  the  Commission.  Dr.  Hayes 
stated  that  a Massachusetts  court  has  ruled  that  a 
plaintiff  can  be  countersued  if  a suit  does  not  have 
legal  merit.  This  ruling  provides  a precedent  for  this 
type  of  action. 

A discussion  was  held  on  the  Governor’s  reorganiza- 
tion plan  as  it  may  affect  the  Board  of  Medical  and 
Osteopathic  Examiners. 

Mi'.  Johnson  asked  that  doctors  in  South  Dakota 
personally  thank  the  legislators  who  assisted  medicine 
during  the  legislative  session. 

A discussion  was  held  on  meeting  with  Congressional 
representatives  to  present  the  views  of  medicine  on 
national  legislative  matters.  The  Commission  sug- 
gested that  the  Council  consider  the  possibility  of  set- 
ting aside  time  for  members  of  the  South  Dakota  Con- 
gressional delegation  to  come  in  for  a discussion  on 
national  legislative  matters. 

The  Commission  also  suggested  that  an  item  be 
placed  in  the  Grab  Bag  indicating  that  Representative 
Denholm  is  interested  in  receiving  opinions  from  the 
medical  profession  on  the  proposals  presently  before 
Congress  regarding  medicine.  It  was  also  suggested 
that  a summary  of  the  present  legislation  be  included 
for  the  information  of  the  physicians  in  South  Dakota. 

Mrs.  William  Taylor  spoke  briefly  as  Legislation 
Chairman  for  the  Woman’s  Auxiliary.  The  Commission 
indicated  that  the  legislative  representative  of  the 
Auxiliary  should  be  invited  to  future  meetings  of  the 
Commission  to  improve  liaison  between  the  two  groups. 

The  meeting  adjourned  at  3:30  p.m. 

The  Council  considered  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations.  Dr.  Bar- 
tron moved  that  the  Council  reaffirm  its  position  in 
regard  to  the  medical  school  and  that  the  Medical  Edu- 
cation Study  Committee  work  diligently  and  vigorously 
in  support  of  the  reception  of  a degree  granting  medi- 
cal school  for  South  Dakota.  The  motion  was  seconded 
by  Dr.  Van  Demark  and  carried.  Dr.  Tracy  moved 
that  the  Council  accept  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations.  The  mo- 
tion was  seconded  by  Dr.  Seaman  and  carried. 

MINUTES  OF  THE  MEETING 
COMMISSION  ON  INTERNAL  AFFAIRS 
1:30  P.M.  The  Plateau 

Saturday,  March  31,  1973  Watertown,  South  Dakota 

The  meeting  was  called  to  order  by  E.  A.  Rudolph, 
M.D.,  Chairman  of  the  Commission.  Present  were  Doc- 
tors E.  A.  Rudolph,  K.  A.  Muckala  and  T.  A.  Hohm. 

The  Commission  reviewed  the  proposed  budget  for 
1973-74,  which  had  been  prepared  by  the  Budget  and 
Audit  Committee  and  approved  by  the  Council.  Dr. 
Hohm  moved  that  the  proposed  budget  be  approved 
by  the  Commission  as  presented.  The  motion  was  sec- 
onded and  carried. 

The  Commission  reviewed  the  financial  report  of 
the  Benevolent  Fund,  which  is  now  administering  the 
Health  Careers  Loan  Fund. 

The  Commission  discussed  a proposal  to  provide 
specialty  society  representation  in  the  House  of  Dele- 
gates. The  Commision  recommends  that  no  action  be 
taken  on  this  proposal  at  this  time.  However,  they  in- 
dicated that  they  would  welcome  a written  report  from 
interested  individuals  which  would  provide  background 
information  on  the  recommendation  or  a personal  ap- 
pearance before  the  Commission  to  discuss  the  reasons 
for  such  proposal. 
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The  Commission  discussed  the  proposal  to  combine 
the  Commissions  on  Internal  Affairs  and  Commission 
on  Liaison  and  Communications.  The  Commission  recom- 
mends that  this  bylaw  change  be  adopted. 

The  Commission  discussed  the  proposed  changes  in 
the  bylaws  to  increase  the  number  of  Councilors  and 
provide  for  an  alternate  Councilor.  The  Commission 
did  not  feel  they  could  express  their  opinion  on  these 
proposals  due  to  the  small  attendance. 

The  meeting  adjourned  at  3:00  p.m. 

The  Council  considered  the  report  of  the  Commission 
on  Internal  Affairs.  Dr.  Bartron  moved  that  the  Coun- 
cil accept  the  report  of  the  Commission  on  Internal  Af- 
fairs. The  motion  was  seconded  by  Dr.  Stransky  and 
carried. 

MINUTES  OF  THE  MEETING 
COMMISSION  ON  SCIENTIFIC  MEDICINE 
10:00  A.M.  The  Plateau 

Saturday,  March  31,  1973  Watertown.  South  Dakota 

The  meeting  was  called  to  order  by  E.  H.  Heinrichs, 
M.D.,  Chairman.  Present  for  roll  call  were  Commission 
members  E.  H.  Heinrichs,  M.D.,  Joseph  Kass,  M.D.,  R. 
R.  Thornton,  M.D.,  J.  C.  Larson,  M.D.,  and  student 
representative  Richard  Holm.  Also  attending  the  meet- 
ing were  W.  R.  Taylor,  M.  D.,  L.  D.  Taylor,  M.D.,  Rob- 
ert Hayes,  M.D.,  James  Vose,  M.D.,  J.  Haberman,  M.D. 
and  Roger  Merriman,  Commisioner  of  Drugs  and  Sub- 
stance Control,  State  of  South  Dakota. 

Mr.  Merriman  spoke  to  the  Commission  on  the  drug 
abuse  situation  in  South  Dakota  and  the  plans  which 
are  being  made  to  implement  Federal  legislation  in  this 
state.  A master  plan  will  be  prepared  and  then  appli- 
cation will  be  submitted  for  Federal  funds  for  program 
implementation.  He  stated  that  South  Dakota  needs 
detoxification  facilities  and  rehabilitation  facilities  for 
treatment  of  drug  abuse.  A suggestion  was  made  that 
medical  students  and  pharmacy  students  could  be  used 
in  education  programs  which  would  be  coordinated 
through  the  state  office.  Mr.  Merriman  stated  that  he 
hoped  the  state  office  would  be  a purely  administrative 
office,  coordinating  the  programs  throughout  the  state. 
The  Commission  indicated  that  they  would  maintain 
continued  liaison  with  this  state  program.  Dr.  Larson 
moved  that  the  Commission  recommend  that  a subcom- 
mittee be  established  to  work  on  problems  related  to 
drug  abuse  and  report  to  the  Commission  on  a regular 
basis.  The  motion  was  seconded  and  carried.  Sugges- 
tions for  physicians  to  serve  on  this  subcommittee  in- 
cluded Donald  Frost,  M.D.,  L.  D.  Taylor,  M.D.,  R.  B. 
Leander,  M.D.,  E.  A.  Schabauer,  M.D.,  and  a represen- 
tative from  the  School  of  Medicine. 

Dr.  Joan  Haberman  was  then  introduced  by  Dr. 
James  Vose  and  presented  a proposal  for  a Thermo- 
graphy Cancer  Detection  Program  for  South  Dakota. 
She  presented  the  background  material  and  asked  for 
an  endorsement  of  her  proposal  to  conduct  screening 
clinics  in  this  state.  The  clinics  would  be  conducted  by 
Dr.  Haberman  and  she  would  work  closely  with  both  the 
Cancer  Society  and  the  South  Dakota  State  Medical 
Association.  Dr.  Larson  moved  that  the  Commission 
recommend  that  the  Council  give  its  approval  to  this 
type  of  program  and  ask  that  the  planning  start  im- 
mediately; that  any  activities  in  any  counties  should 
be  first  approved  by  the  District  Medical  Society  before 
and  that  an  informational  program  be  prepared  for  each 
District  Medical  Society.  The  motion  was  seconded  and 
carried. 

Dr.  Hayes  reported  on  the  hypertension  screening- 
project.  Due  to  the  phase  out  of  RMP  no  activity  is 
expected,  but  Dr.  Hayes  indicated  that  if  further  de- 
velopment is  favorable  towards  a project  of  this  kind, 
he  will  notify  this  Commission. 

Dr.  Hayes  reported  on  the  hepatitis  prevention  pro- 
gram of  the  State  Health  Department.  There  was  no 
action  indicated  at  this  time.  The  Commission  will 
await  the  development  of  the  program  by  the  State 
Health  Department  and  in  the  meantime  would  refer 
physicians  to  established  guidelines  in  the  prevention 
of  this  disease,  in  particular  the  Redbook  of  the  Ameri- 
can Academy  of  Pediatrics. 


The  Commission  considered  a request  for  funding  of 
the  Regional  Drug  Information  Center.  Dr.  Larson 
moved  that  the  Commission  recommend  to  the  Council 
that  although  the  South  Dakota  State  Medical  Asso- 
ciation supports  the  program,  we  are  not  in  a position 
because  of  budget  limitations,  to  provide  financial  sup- 
port; however,  if  funds  were  available,  it  would  be  a 
worthwhile  project.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Heinrichs  discussed  the  PKU  testing  law  which 
was  passed  by  the  1973  legislature.  Dr.  Kass  moved 
that  the  Commission  recommend  that  R.  J.  Zakahi,  M.D. 
of  Pierre,  be  appointed  to  the  State  Advisory  Commit- 
tee for  Metabolic  Disease  Screening.  The  motion  was 
seconded  and  carried. 

The  Commission  discussed  the  matter  of  sale  and 
disposal  of  syringes  which  was  referred  to  the  Com- 
mission by  the  Council.  Dr.  Larson  moved  that  the 
Commision  recommend  to  the  Council  that  the  members 
of  the  South  Dakota  State  Medical  Association  be 
asked  to  pay  diligent  attention  to  the  disposal  of  all 
syringes  and  that  the  State  Medical  Association  ask 
the  cooperation  of  the  Pharmaceutical  Association  for 
control  of  the  sale  of  syringes.  The  motion  was  sec- 
onded and  carried. 

The  meeting  adjourned  at  1:30  p.m. 

The  Council  considered  the  report  of  the  Commission 
on  Scientific  Medicine  as  presented  by  Dr.  E.  H.  Hein- 
richs. Dr.  Stransky  moved  that  the  Council  accept  the 
report  of  the  Commission  on  Scientific  Medicine.  The 
motion  was  seconded  by  Dr.  Swanson  and  carried.  Dr. 
Taylor  noted  the  resignation  of  Dr.  Heinrichs  as  Chair- 
man of  the  Commission  on  Scientific  Medicine  which 
will  enable  him  to  devote  more  time  to  the  continuing 
medical  education  program.  Dr.  Taylor  moved  that 
the  Council  go  on  record  as  acknowledging  Dr.  Hein- 
richs for  his  diligent  work  on  behalf  of  the  Commission 
and  continuing  medical  education.  The  motion  was  sec- 
onded by  Dr.  Bartron  and  carried. 

MINUTES  OF  THE  MEETING 
COMMISSION  ON  MEDICAL  SERVICE 
1:30  P.M.  Holiday  Inn 

Saturday,  April  7,  1973  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  at  1:30  p.m.  Present 
for  roll  call  were  Doctors  J.  A.  Rud,  W.  B.  Odland, 
Gerald  E.  Tracy,  Guy  Tam,  and  Howard  Saylor.  Also 
attending  the  meeting  was  Dr.  W.  R.  Taylor,  President 
of  the  State  Medical  Association. 

The  Commission  reviewed  a letter  from  the  publica- 
tion SPORTS  MEDICINE.  Dr.  Saylor  moved  that  the 
Commission  recommend  that  the  State  Medical  Asso- 
ciation consider  reorganizing  a subcommittee  of  the 
Commission  to  deal  with  sports  and  medicine.  The  mo- 
tion was  seconded  and  carried.  Suggestions  for  ap- 
pointments to  serve  on  this  subcommittee  included  Dr. 
Saylor,  Dr.  Amundson  and  Dr.  Merritt  Auld.  The  Com- 
mission also  recommended  that  the  matter  of  athletic 
physical  examinations  be  referred  to  this  subcommittee 
for  study. 

The  Commission  reviewed  correspondence  which  has 
been  carried  on  regarding  the  possible  closing  of  Pub- 
lic Health  Hospitals  on  the  Indian  reservations.  The 
Commission  made  no  recommendations  inasmuch  as 
the  Bureau  of  Indian  Affairs,  the  Department  of  HEW, 
Representative  Abourezk,  the  State  Health  Department 
and  the  Council  of  the  South  Dakota  State  Medical  As- 
sociation have  been  appraised  of  the  situation. 

The  Commission  had  invited  Acting  Dean  Earl  Scott 
from  the  School  of  Medicine  to  attend  the  meeting,  but 
due  to  a conflict  he  was  unable  to  meet  with  the  Com- 
mission. Dr.  Tracy  reported  on  activities  at  the  School 
of  Medicine  and  it  was  determined  that  it  would  not 
be  necessary  to  invite  anyone  from  the  school  to  meet 
with  the  Commission  at  the  fall  meeting. 

Material  received  from  the  American  Medical  Asso- 
ciation on  utilization  of  physicians’  services  on  an  out- 
patient basis  was  reviewed  by  the  Commission.  The 
Commission  recommended  that  the  Association  attempt 
to  obtain  information  from  Blue  Shield  on  this  matter. 
It  was  brought  out  that  CHP  in  Pierre  has  material 
on  this  subject  and  the  Commission  suggested  that  of- 


26 


SOUTH  DAKOTA 


fice  be  contacted  to  obtain  whatever  statistics  they 
have  available.  A report  will  be  submitted  at  the  fall 
Commission  meeting. 

The  Commission  considered  a request  for  the  estab- 
lishment of  an  Advisory  Committee  on  Rural  Health. 
The  Commission  recommended  to  the  Council  that  this 
Advisory  Committee  be  set  up.  Suggestions  for  repre- 
sentatives to  serve  on  the  committee  included  Dr.  B.  C. 
Gerber  from  the  Medical  Association,  a representative 
of  the  Hospital  Association,  a representative  of  the 
Emergency  Highway  System,  and  the  County  Extension 
office. 

Dr.  Saylor  discussed  with  the  Commission  the  pos- 
sibility of  establishing  a program  in  South  Dakota  for- 
providing  welfare  recipients  with  prescription  drugs, 
on  a state-wide  basis,  rather  than  on  a county  basis 
as  is  presently  the  case.  He  asked  that  he  be  pro- 
vided information  on  what  type  of  a program  the  medi- 
cal profession  would  be  in  favor  of  seeing  implemented 
in  South  Dakota.  He  stated  that  matching  funds  on  a 
25-75  ratio  would  be  available  to  finance  the  program. 
The  Commission  requested  Dr.  Saylor  to  provide  them 
with  a written  proposal  or  outline  of  what  the  Welfare 
Department  wants  from  the  medical  profession  for 
further  study. 

The  meeting  adjourned  at  3:45  p.m. 

The  Council  considered  the  report  of  the  Commission 
on  Medical  Service.  It  was  noted  that  the  Commission 
recommended  the  establishment  of  an  Advisory  Com- 
mittee on  Rural  Health,  and  Dr.  Reding  suggested  the 
name  of  Mrs.  Martin  Muchow,  R.R.,  Sioux  Falls,  for 
the  president’s  consideration  in  appointing  this  Com- 
mittee. Dr.  Lushbough  moved  that  the  Council  accept 
the  report  of  the  Commission  on  Medical  Service.  The 
motion  was  seconded  by  Dr.  Ryan  and  carried. 

MINUTES  OF  THE  MEETING 
COMMISSION  ON  COMMUNICATIONS 
AND  LIAISON 

10  A.M.  Holiday  Inn 

Saturday,  April  7,  1973  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  at  10:00  a.m.  by 
John  F.  Barlow,  M.D.,  Chairman  of  the  Commission. 
Present  for  roll  call  were  Doctors  Barlow,  R.  E.  Van 
Demark,  Eldon  Bell,  H.  J.  Stensrud,  Mary  Sanders,  W. 
0.  Hanson  and  R.  E.  Shaskey.  Dr.  W.  R.  Taylor,  Presi- 
dent of  the  State  Association,  was  also  in  attendance. 

Dr.  Sanders  moved  that  the  minutes  of  the  previous 
meeting  be  accepted.  The  motion  was  seconded  and  car- 
ried. 

A discussion  was  held  on  the  malpractice  situation 
and  the  executive  office  was  instructed  to  contact  the 
medical  societies  in  New  Jersey  and  New  Mexico  to 
obtain  information  on  how  their  programs  have  been 
set  up  and  how  they  function.  Dr.  Van  Demark  indi- 
cated that  he  would  investigate  on  a local  level  the 
possibilities  of  establishing  some  type  of  panel  to  re- 
view malpractice  suits.  It  was  also  determined  by 
the  Commission  that  representatives  of  the  Bar  Asso- 
ciation be  invited  to  attend  future  meetings  of  the 
Commission  to  discuss  this  situation  after  more  definite 
recommendations  have  been  adopted. 

The  Commission  discussed  the  distribution  of  a sign 
to  physicians  concerning  drug  problems  which  has  been 
developed  in  Florida.  The  sign  merely  indicates  that 
the  physician  is  willing  to  help  anyone  who  thinks  they 
have  a problem  in  the  drug  abuse  area  or  if  they  know 
of  someone  who  has  a problem.  Dr.  Shaskey  moved 
that  the  Commission  recommend  that  the  signs  be 
utilized  in  South  Dakota.  The  motion  was  seconded  and 
carried. 

Representatives  of  the  South  Dakota  Chapter,  Ameri- 
can Physical  Therapy  Association  met  with  the  Com- 
mission to  discuss  problem  areas  in  the  practice  of 
physical  therapy  in  South  Dakota.  Attending  the  meet- 
ing were  Tom  Reding,  R.P.T.,  Helen  Buchanan,  R.P.T., 
Bernard  Christner,  R.P.T.  and  Keith  Fitzpatrick,  R.P.T. 
The  discussion  centered  around  physical  therapy  being 
done  by  unqualified,  unlicensed  individuals  in  the  State. 
The  Physical  Therapy  Association  requested  that  the 
Medical  Association  assist  them  in  informing  physicians 
of  the  legal  liabilities  in  using  unqualified  people  to 


perform  this  work  and  in  keeping  the  physicians  advised 
of  the  availability  of  trained,  professional  people. 

The  Commission  recommends  to  the  Council  that  the 
following  statement  of  policy  be  adopted  by  the  South 
Dakota  State  Medical  Association  and  distributed  to 
the  membership: 

Statement  on  Physical  Therapy 

Be  It  Resolved  that  the  South  Dakota  State  Medical 
Association  encourage  all  physicians  to  utilize  the 
services  of  a qualified  licensed  physical  therapist,  when 
available,  and 

Be  It  Further  Resolved  that  the  District  Medical 
Societies  be  encouraged  to  devote  a portion  of  their 
scientific  program  once  each  year  to  acquaint  them- 
selves with  recent  advances  in  physical  therapy  modali- 
ties. 

The  Commission  discussed  a letter  received  from 
the  North  Dakota  State  Medical  Association  regarding 
the  possibility  of  establishing  a Dakota  Journal  of 
Medicine.  At  this  time,  there  is  no  possibility  of  estab- 
lishing such  a joint  journal  and  the  Commission  recom- 
mends that  further  study  in  this  area  be  discontinued. 

A letter  from  the  SMJAB  was  read  which  encouraged 
physicians  to  write  to  national  advertisers  commenting 
on  their  ads  and  support  of  the  State  journals.  The 
Commission  recommended  that  the  Commission  mem- 
bers and  Council  members  be  encouraged  to  carry  out 
this  letter  writing  campaign. 

Dr.  Taylor  discussed  continued  liaison  with  the  Hos- 
pital Association  on  matters  of  mutual  interest.  The 
Commission  determined  that  representatives  of  the 
Hospital  Association  be  invited  to  attend  the  fall  Com- 
mission meeting  and  representatives  of  the  Pharmacy 
Association  and  Nurses’  Association  be  invited  to  at- 
tend the  spring  meeting. 

The  meeting  adjourned  at  12:00  noon. 

The  Council  considered  the  report  of  the  Commission 
on  Communications  and  Liaison  as  presented  by  Dr. 
John  Barlow.  Dr.  Swanson  moved  that  the  Council 
accept  the  report  of  the  Commission  on  Communications 
and  Liaison.  The  motion  was  seconded  by  Dr.  Cosand 
and  carried. 

Mr.  Johnson  reported  that  the  resolution  concerning 
family  practice  residencies  which  was  submitted  to  the 
AMA  House  of  Delegates  last  year  by  the  South  Dakota 
State  Medical  Association  will  be  reported  out  of  Com- 
mittee with  an  affirmative  recommendation  at  the 
June  AMA  meeting. 

Dr.  Jirka  and  Mr.  Ken  Bugan  appeared  before  the 
Council  on  behalf  of  AMPAC.  Dr.  Jirka  encouraged 
the  councilors  to  join  SoDaPAC  and  AMPAC  and  to 
encourage  other  district  members  to  join.  He  stated 
that  one  means  of  increasing  the  membership  is  to  bill 
for  SoDaPAC  and  AMPAC  dues  along  with  district, 
state  and  AMA  dues.  Mr.  Johnson  discussed  the  pos- 
sibility of  central  billing  from  the  executive  office  for 
state  and  AMA  dues.  Dr.  Lushbough  moved  that  the 
executive  office  handle  central  billing  for  district,  state 
and  AMA  dues,  SoDaPAC  and  AMPAC  dues  and 
Auxiliary  dues.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

Dr.  Leander  reported  briefly  on  the  status  of  SoDa- 
PAC and  requested  that  the  Councilors  urge  their  dis- 
tricts to  submit  names  of  physicians  who  will  serve  on 
the  SoDaPAC  Board  of  Directors  if  they  have  not  al- 
ready done  so.  Dr.  Leander  announced  that  SoDaPAC 
won  third  place  for  the  number  of  dollars  contributed 
per  member  last  year. 

Dr.  J.  A.  Muggly  reported  on  the  work  of  the  Foun- 
dation Committee  and  requested  direction  from  the 
Council  as  to  how  to  proceed.  Dr.  Muggly  recommended 
that  physicians  interested  in  background  information 
regarding  foundations  read  the  March  8 article  which 
appeared  in  the  NEW  ENGLAND  -JOURNAL  OF 
MEDICINE. 

Dr.  Quinn  reported  on  the  PSRO  Committee  meeting 
held  on  April  27.  That  Committee  recomended  that 
the  Association  submit  a request  designating  the  state 
of  South  Dakota  as  one  area  for  PSRO.  After  discus- 
sion concerning  PSRO  and  the  foundation  concept.  Dr. 
Tracy  moved  that  the  Council  ask  the  Foundation  Com- 


J U N E 19  7 3 


27 


mittee  to  submit  to  IRS  Articles  of  Incorporation  for 
a foundation  for  their  approval  and  that  these  Articles 
of  Incorporation  be  prepared  for  the  House  of  Dele- 
gates meeting  in  June.  The  motion  was  seconded  by 
Dr.  Swanson  and  carried. 

Mr.  Johnson  reported  on  the  hospitality  room  at  the 
AMA  annual  meeting  which  will  be  sponsored  by  the 
North  Central  Conference  states.  Dr.  Taylor  moved 
that  the  Council  approve  South  Dakota’s  participation 
in  this  hospitality  room.  The  motion  was  seconded  by 
Dr.  Stransky  and  carried. 

Mr.  Johnson  discussed  the  printing  of  the  attending 
physicians  claim  form  for  South  Dakota  physicians 
and  the  cost  thereof.  Dr.  Cosand  moved  that  the  State 
Medical  Association  not  furnish  these  insurance  forms. 
The  motion  was  seconded  by  Dr.  Begley  and  carried. 
The  executive  office  was  instructed  to  inform  the  doc- 
tors of  the  state  of  this  change. 

Mr.  Johnson  presented  a resolution  on  the  benefits 
of  travel  insurance  as  follows: 

Designation  of  beneficiary  for  each  employee  or 
board  member  shall  be  as  follows.: 

Direct  Beneficiary:  Spouse  (husband  or  wife  as  case 
may  be) 

Contingent  Beneficiary:  Any  child  or  children  born 
of  this  marriage,  share  and  share  alike,  survivors  or 
survivor.  This  shall  include  all  legally  adopted  chil- 
dren. 

Further  payees:  Estate  of  the  insured.  (Employee 
or  Board  Member.) 

Dr.  Bell  moved  that  the  Council  accept  this  resolution 
as  proposed.  The  motion  was  seconded  by  Dr.  Bartron 
and  carried. 

The  Council  considered  the  letter  from  Dr.  E.  B.  How- 
ard concerning  the  “sick  physician.”  Dr.  Bell  moved 
that  the  Council  request  that  the  State  Board  of  Medi- 
cal and  Osteopathic  Examiners  draft  a letter  to  Dr. 
Howard  stating  that  their  Board  can  sufficiently 
handle  the  problem  of  the  sick  physician  in  South  Da- 
kota. The  motion  was  seconded  by  Dr.  Tracy  and 
carried.  The  executive  office  was  directed  to  dissemin- 
ate this  information  to  the  districts. 

The  Council  considered  a request  from  SAMA,  local 
chapter,  that  the  State  Medical  Association  donate  $150 
to  help  defray  the  cost  of  sending  representatives  to 
the  SAMA  national  convention.  Dr.  Begley  moved 
that  the  State  Medical  Association  donate  $150  to  the 
local  SAMA  Chapter.  The  motion  was  seconded  by 
Dr.  Bell  and  carried.  Dr.  Swanson  moved  that  this 
donation  be  given  annually  until  such  time  as  the  Coun- 
cil shall  take  additional  action.  The  motion  was  sec- 
onded by  Dr.  Reaney  and  carried.  Vote  - 8 affirmative, 
5 negative. 

The  Council  considered  a request  from  SAMA  that 
student  representatives  to  the  House  of  Delegates  be 
given  voting  privileges.  Dr.  Sattler  moved  that  the 
Council  deny  the  request  to  allow  SAMA  students  as 
voting  members  of  the  House  of  Delegates  until  such 
time  as  South  Dakota  has  a four  year  degree  granting 
medical  school,  at  which  time  the  Council  can  consider 
the  request  for  junior  and  senior  students  to  receive 
voting  privileges.  The  motion  was  seconded  by  Dr. 
Cosand  and  carried. 

Dr.  Tracy  moved  that  the  Council  invite  the  medical 
students  to  appoint  both  a freshman  and  sophomore 
student,  the  freshman  to  continue  in  his  sophomore 
year,  as  representatives  of  the  Council  and  Commis- 
sions. The  motion  was  seconded  by  Dr.  Reaney  and 
carried. 

The  Council  considered  a suggested  resolution  en- 
dorsing the  Medicredit  program.  Dr.  Taylor  moved 
that  the  Council  accept  this  resolution.  The  motion  was 
seconded  by  Dr.  Lushbough.  Dr.  Stransky  moved  that 
the  motion  be  amended  to  read  that  this  resolution  be 
submitted  to  the  House  of  Delegates  for  action.  The 
motion  was  seconded  by  Dr.  Begley  and  carried.  The 
motion  as  amended  was  passed. 

The  Council  considered  a request  from  the  Auxiliary 
which  would  allow  for  a unified  credit  plan  for  the 
AMA-ERF  project.  Dr.  Sattler  moved  that  the  Coun- 


cil approve  this  unified  credit  plan.  The  motion  was 
seconded  by  Dr.  Begley  and  carried. 

The  Council  considered  a request  from  the  national 
WA-SAMA  that  the  State  Association  become  an  As- 
sociate member  of  WA-SAMA  for  the  fee  of  $50.  Dr. 
Reding  moved  that  the  Council  deny  this  request.  The 
motion  was  seconded  by  Dr.  Bell  and  carried.  Vote  - 
9 affirmative,  4 negative. 

The  Council  considered  a request  for  $1,000  to  assist 
the  MEDIX  program.  Dr.  Barton  moved  that  the 
Council  deny  this  request.  The  motion  was  seconded 
by  Dr.  Taylor  and  carried. 

Dr.  Begley  moved  that  the  Association  grant  honor- 
ary life  membership  to  Dr.  Wm.  Sercl  of  Sioux  Falls. 
The  motion  was  seconded  by  Dr.  Seaman  and  carried. 

The  Council  considered  a resolution  from  the  AMA 
concerning  physician-hospital  disputes.  Dr.  Stransky 
moved  that  the  Council  accept  this  resolution  for  in- 
formation purposes.  The  motion  was  seconded  by  Dr. 
Bartron  and  carried. 

The  Council  considered  the  report  from  Dr.  Gregg 
concerning  the  Sertoma  project  for  World  Center 
for  Study  Care  of  Communicative  Disorders.  Dr.  Bar- 
tron moved  that  the  Council  endorse  the  Sertoma 
project.  The  motion  was  seconded  by  Dr.  Begley  and 
carried. 

The  meeting  was  adjourned  for  lunch  at  12:30  and 
reconvened  at  1:30. 

Mr.  Johnson  discussed  the  future  utilization  of  the 
Association  building.  He  stated  that  South  Dakota 
Blue  Shield  needs  more  space  and  that  the  advantages 
and  disadvantages  of  an  addition  to  the  present  build- 
ing should  be  carefully  weighed  by  the  Council  before 
making  a decision.  Dr.  Reaney  moved  that  a committee 
be  appointed  including  professional  personnel  to  study 
this  matter  and  make  a recommendation  to  the  Council 
at  the  June  meeting.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried. 

Dr.  Heinrichs  reported  on  the  meeting  he  attended 
in  Colorado  Springs  regarding  nursing  home  problems. 
He  recommended  that  each  district  look  for  nursing 
homes  in  their  area  which  do  not  have  physician  direc- 
tors, either  M.D.’s  or  D.O.’s,  and  recommend  that  they 
obtain  such  a director  inasmuch  as  this  is  now  re- 
quired. 

Dr.  Hayes  presented  a proposal  which  would  allow 
the  State  Health  Department  through  Title  19  program 
to  administer  a physical  examination  screening  program 
for  children  in  South  Dakota  from  ages  7-12  utilizing 
the  services  of  public  health  nurses.  He  requested  that 
the  Council  consider  this  program  and  make  a recom- 
mendation at  the  June  Council  meeting.  The  Council 
directed  that  this  information  and  proposal  be  referred 
to  the  Sport  Subcommittee  of  the  Commission  on  Medi- 
cal Service  for  their  review  and  recommendation. 

Mr.  Johnson  announced  that  the  deadline  for  sub- 
mitting resolutions  for  the  June  AMA  House  of  Dele- 
gates meeting  is  June  17.  Dr.  Quinn  moved  that  the 
South  Dakota  State  Medical  Association  submit  a reso- 
lution which  would  allow  a state  with  only  one  delegate 
to  seat  the  alternate  delegate  also,  without  voting 
privileges,  so  that  the  delegate  can  obtain  the  benefit 
of  his  counsel.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

Mr.  Johnson  announced  that  a seminar  on  continuing 
medical  education  will  be  held  on  Thursday  afternoon, 
June  7,  prior  to  the  annual  meeting  in  Rapid  City. 

Mr.  Johnson  reported  that  the  major  medical  cover- 
age through  Blue  Shield  made  available  to  the  Associa- 
tion group  did  not  obtain  the  necessary  75  percent 
participation.  This  coverage  may  be  offered  again  dur- 
ing the  next  open  enrollment. 

Mr.  Johnson  submitted  a proposed  resolution  which 
could  be  sent  to  KORN  TV,  KELO  TV,  KOTA  TV  and 
Smith,  Kline  and  French  Laboratories  thanking  them 
for  their  assistance  in  promoting  the  degree  granting 
medical  school  in  South  Dakota.  Dr.  Tracy  moved  that 
the  Council  direct  the  executive  office  to  send  these 
resolutions  to  KORN,  KELO,  KOTA  and  Smith,  Kline 
and  French  Laboratories.  The  motion  was  seconded 
by  Dr.  Ryan  and  carried. 

The  meeting  adjourned  at  2:30  p.m. 
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SOUTH  DAKOTA 


A NEW  CAREER— PSYCHIATRY 

Many  outstanding  Family  Practitioners  find  dur- 
ing a successful  career  their  needs  and  interests 
change  and  their  family’s  needs  change — so  consider 
a second  career  in  psychiatry.  Our  residency  train- 
ing program  is  a small,  truly  eclectic,  university 
based  program  in  Omaha  connected  with  University 
of  Nebraska  College  of  Medicine.  We  balance  a 
carefully  planned  core  curriculum  with  flexible 
electives  in  the  best  tradition  of  modern  psychiatric 
education.  Our  faculty  is  particularly  interested 
in  Family  Practitioners.  Those  who  have  entered 
our  program  in  the  past  have  made  excellent  resi- 
dents and  gone  on  to  a successful  career  in  psy- 
chiatry. In  many  cases,  Doctor,  the  needs  of  psy- 
chiatry can  best  be  met  by  a return  to  the  same 
region  where  you  practiced — in  a new  career.  A 
generous  salary  schedule  is  available  that  will  pro- 
vide for  you  and  your  family  during  three  years  of 
training.  A few  positions  are  still  available  at  the 
Nebraska  Psychiatric  Institute  for  1973.  Contact 
us  for  an  interview  with  one  of  our  Family  Practi- 
tioners who  are  now  in  training.  Write  Merrill  T. 
Eaton,  M.D.  Director,  Nebraska  Psychiatric  Insti- 
tute, or  call  (402)  541-4600  for  further  information. 


EMERGENCY  ROOM 
PHYSICIANS  WANTED 

Present  group  successfully  servicing  2 ac- 
credited hospitals ; $30,000  guaranteed 
minimum  salary  plus  fringes,  includes 
month’s  vacation.  Preference  given  Emer- 
gency Room  Specialists.  Will  assist  with 
relocation.  Location,  small  friendly  city, 
easy  access  to  three  metropolitan  areas. 
Write  James  H.  Donaldson,  Jr.,  Adminis- 
trator, Mercy  Hospital,  1248  Kinneys 
Lane,  Portsmouth,  Ohio,  45662.  Include 
brief  resume. 


STAIRWAY  ELEVATOR 


WRITE  FOR  FURTHER  INFORMATION 

Display  Model  On  Hand 


EXCELLENT  FOR: 


• No  Special  Wiring 

• No  Marring  Walls 
or  Stairway 


• Cardiac  Patients 

• Arthritics 

• Post  Operatives 

• Senior  Citizens 

• Paralytics 


KREISERS  SURGICAL,  INC. 


Ph.  336-1155  21st  & Minnesota  Sioux  Falls 


Rapid  City  Ph.  342-2773 
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'rjte  is  you/i 

MEDICAL  ASSOCIATION 


News  Notes  • Changes  • Births  • News 


Charles  Roberts,  M.D., 

Brookings,  lectured  at  the 
South  Dakota  Society  of  Ra- 
diologic Technologist’s  an- 
nual convention. 


The  Mitchell  District  Aux- 
iliary held  a wine-tasting 
party  with  proceeds  being  do- 
nated to  the  University  of 
South  Dakota  Medical  School 
for  salaries,  visiting  lecturers, 
books  and  equipment. 


McKennan  Hospital,  Sioux 
Falls,  in  cooperation  with  the 
Mayo  Clinic  sponsored  re- 
fresher courses  on  four  dif- 
ferent medical  specialties. 
Loyd  Wagner,  M.D.  served  as 
chairman  of  the  four  month 
program. 


The  American  Academy  of 
Family  Physicians  announced 
the  election  of  Roscoe  Dean, 
M.I).,  Wessington  Springs, 
and  James  Collins,  M.I).,  Ho- 
ven,  to  active  membership  in 
the  Academy. 


Dell  Rapids  held  a Doctors’ 
Appreciation  Day  for  P.  K. 
Aspaas,  M.I).,  who  has  prac- 
ticed in  that  community  for 
25  years  and  for  R.  G.  Fisk, 
M.D..  who  has  practiced  there 
for  21  years. 


Any  medical  texts  or  books 
that  professionals  would  care 
to  give  to  medical  students 
may  be  sent  bookrate  by 
fourth  class  mail  to  Court- 
ney’s Books  & Things,  102 
East  Main,  Vermillion,  South 
Dakota  57069.  A receipt  for 
the  books  will  be  provided  so 
that  this  contribution  will  be 
tax  deductible. 


The  American  Board  of 
Psychology  and  Neurology 
announced  the  certification 
of  Terence  B.  McManus,  M.D., 
Sioux  Falls,  to  the  practice  of 
the  specialty  of  psychiatry. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


R.  B.  Hockett,  M.D.,  Mitch- 
ell, spoke  on  “The  Dignity  of 
Human  Life,”  at  the  26th  an- 
nual Nursing  Student  Asso- 
ciation convention. 


Peter  K r y g e r,  M.  D., 

Deadwood,  died  of  a heart 
attack  while  visiting  in 
Baltimore.  Dr.  Kryger 
graduated  from  the  Univer- 
sity of  Amsterdam  and 
practiced  in  the  Nether- 
lands until  1954  when  he 
emigrated  to  the  United 
States.  He  practiced  in 
Corsica,  Lake  Preston  and 
Groton  prior  to  moving  to 
Deadwood  in  1966.  Surviv- 
ors include  his  widow,  five 
sons  and  four  daughters. 


Robert  J.  Quinn,  M.D., 

longtime  Burke  physician 
and  Sioux  Falls  resident, 
died  at  age  87.  Dr.  Quinn 
graduated  from  Creighton 
Medical  School  in  1911.  In 
1949  he  was  named  Doctor 
of  the  Year  in  South  Da- 
kota. He  was  past  presi- 
dent of  the  South  Dakota 
State  Board  of  Medical  and 
Osteopathic  Examiners  and 
a member  of  the  State 
Medical  Association.  Sur- 
vivors include  one  son,  Col. 
Robert  J.  Quinn,  Rome, 
New  York. 
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THE  1973's  ARE  HERE! 


FOR  PROFESSIONAL 
BANKING  SERVICES 
WITH  A PERSONAL 
TOUCH,  JOIN  THE 
SWING  TO  ...  . 


"The  Wide-Awake  Bank 

FIRST  NATIONAL  BANK 

IN  SIOUX  FALLS 

MAIN  OFFICE  DOWNTOWN 
DOWNTOWN  AUTO  BANK 
WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH 


Come  in  and  see  . . . 

THE  MARK  IV 


THE  ULTIMATE  IN 
LUXURY! 


America's  most  distinctly  styled  luxury  car.  A car 
whose  excellence  of  design  and  workmanship  has 
proved  itself.  A car  lavishly  appointed,  thoroughly 
equipped.  We  hope  you  will  stop  in  soon  for  a 
personal  demonstration  of  the  Mark  IV. 

SALES  LEASING  SERVICE 

SIOUX  FALLS 

UNCOLN-MERCURY 

23rd  & Minnesota  Ph.  339-3502 


TUMBLEWEED 
No.  541 


TREE  . . . Ralide.  5 yr.  guaran- 
tee, full  quarter  horse  bars. 
FRONT  . . . 12"  roping  front 
SEAT  . . . 15"  roughout  or 
smooth. 

FENDERS  . . .Tapered  for  full 
swing. 

STIRRUPS  & LEATHERS... 
2"  metal  bound  with  two 
tongue  buckles. 

RIGGING  . . . 7/b  conventional 
with  heavy  aluminum  dees. 
FINISH  . . . Hand  -rubbed  oil 
finish. 

WEIGHT  . . . Approximately 
22  lbs. 


nr 


The  livin’  is  easy,  so  are 
the  prices  on  these  two 
great  saddles  Big  Horn  is 
offering.  Check  the  specs 
on  the  one  you  want  then 
get  on  down  to  your 
dealer.  You’ll  see  even 
more  than  you  expect... 
even  from  Big  Horn! 

BighorN 


CHEYENNE 
No.  1872 

TREE  . . . Fiberglass  covered, 
5 yr.  guarantee,  full  quarter 
horse  bars. 

FRONT  . . . 14"  swept  back. 
SEAT  . . . 16"  roughout  or 
smooth. 

SKIRT  . . . 27"  X 12 IV',  fleece 
lined. 

FENDERS  . . . Tapered  for  full 
swing. 

STIRRUPS  & LEATHERS... 
3"  regular  with  quick  change 
buckles. 

RIGGING  ...  In  skirt,  7e 
Powder  River  Plate 
FINISH  . . . Hand  rubbed  oil 


DIVISION  OF  OUTDOOR  SPORTS  INDUSTRIES 
2306  SOUTH  HICKORY  STREET 
CHATTANOOGA.  TENN.  37407 
700  WELLINGTON  AVE  . WINDSOR.  ONTARIO 


finish. 

WEIGHT  . . . Approximately 
38  lbs. 
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Idea 


Design 

Photography 

Copy 


RESULT  I 


Trir\tii|g 

excelled! 

Modem  Press  Inc. 

808  West  Ave.  North 

605-336-2377 

Sioux  Falls,  South  Dakota  57104 

* ★ * * 


A BETTER  PLACE  TO 
PRACTICE  MEDICINE 

For  those  who  would  prefer  to  live  in  a 
warmer  climate,  avoid  the  big  city  schools, 
traffic  and  practice  problems ; contact  this 
multi-specialty  group,  located  in  a city  of 
100,000  people  in  North  Central  Texas. 
Specialists  in  Internal  Medicine,  Family 
Practice,  Pediatrics,  General  and  Ortho- 
pedic Surgery  are  needed  to  complement 
the  current  staff  of  twenty-one  full  time 
physicians. 

Contact  James  M.  Missler,  Adm. 
Wichita  Falls  Clinic-Hospital, 

1300  Eighth. 

Wichita  Falls,  Texas  76301 


CURRENT  CONCEPTS  IN 
THYROID  DISEASE 

A one-day  symposium  to  be  held  at  the  Broad- 
moor Hotel,  Colorado  Springs,  CO,  on  Saturday, 
July  14,  1973.  Guest  speakers  include  Leslie 
J.  DeGroot,  M.D.,  N.  David  Charkes,  M.D.,  and 
Charles  S.  Hollander,  M.D.  There  is  no  regis- 
tration fee.  For  further  information,  please 
contact  the  Symposium  Director:  Dr.  Freder- 
ick R.  Gydesen,  Director  of  Nuclear  Medicine, 
Penrose  Hospital,  2215  N.  Cascade  Ave., 
Colorado  Springs,  CO  80907. 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  writ- 
ten certification  examination  on  October  20- 
21,  1973  in  various  centers  throughout  the 
United  States.  Information  regarding  the  ex- 
amination can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
PLEASE  NOTE : It  is  necessary  for  each  phy- 
sician desiring  to  take  the  examination  to  file 
a completed  application  with  the  Board  office. 
Deadline  for  receipt  of  applications  in  the  Board 
office  is  August  1,  1973. 
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Announcing . . . 

U-lOO  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Leadership  in  Diabetes  Research 
for  Half  a Century 
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Additional  information 
available  to  the  profession  on  request. 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5 -mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

W arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. ) 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  anti  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults : Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: ) 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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S.  Sochocky,  M.D.,  F.C.C'.P. 


Depending  on  onset  and  character  of  disease 
cor  pulmonale  may  be  divided  into  acute,  sub- 
acute or  chronic  form. 

Acute  cor  pulmonale  is  caused  by  sudden  pul- 
monary vascular  obstruction  due  to  massive 
and/or  extensive  pulmonary  embolism  causing 
pulmonary  hypertension.  It  has  been  said  that 
cor  pulmonale  is  produced  when  more  than  60 
percent  of  pulmonary  vascular  bed  is  suddenly 
cut  off.  If  disease  lasts  a few  weeks  it  is  called 
subacute ; however,  if  it  lasts  several  months 
it  causes  chronic  cor  pulmonale.  There  are  sev- 
eral causes  which  may  produce  subacute  and 
chronic  cor  pulmonale.  Any  disease  involving 
lung  parenchyma  for  a period  of  several  months 
may  cause  cor  pulmonale. 

The  main  causes  are  as  follows: — 

I.  Acute 

a)  massive  pulmonary  embolism 

b)  rupture  of  aortic  aneurysm  into 
pulmonary  artery 

II.  Subacute 

a)  recurrent  emboli  in  pulmonary  ves- 
sels 

b)  emboli  from  metastatic  malignant 
lesion  eg.  carcinoma,  air  embolism, 
fat  embolism 

c)  depression  of  respiratory  center  in 
disease  of  the  central  nervous  sys- 
tem after  using  depressing  drugs 

III.  Chronic 

Diseases  involving  pulmonary  paren- 
chyma 

*First  article  in  series 


a)  chronic  obstructive  pulmonary  dis- 
ease eg.  pulmonary  emphysema 

b)  pulmonary  suppuration  eg.  bron- 
chiectasis, lung  abscess 

c)  restrictive  pulmonary  disease  eg. 
pleural  effusion 

d)  granulomatous  disease  of  lungs  eg. 
tuberculosis,  sarcoidosis,  pneumo- 
coniosis, silicosis,  asbestosis 

e)  parasitic  disease  of  lungs  eg.  toxo- 
plasmosis 

f)  collagen  diseases  affecting  lungs 

g)  chronic  pulmonary  fibrosis  of  vari- 
ous etiology  eg.  hypersensitivity  re- 
actions, radiation 

Idiopathic  pulmonary  fibrosis  — 
Hamman-Rich  syndrome 

IV.  Deformities  of  the  thoracic  cage 

a)  kyphoscoliosis 

b)  ankylosing  spondylitis 

c)  thoracoplasty 

d)  pectus  excavatum  (funnel  chest) 

V.  Neuromuscular  disease 

a)  poliomyelitis 

b)  myopathies 

c)  myasthenia  gravis 

VI.  1.  Diseases  involving  pulmonary  vas- 
cular system 

a)  obstruction  of  lumen  of  pulmonary 
artery  or  its  branches  by  thrombo- 
embolism either  from  systemic 
veins  eg.  legs,  pelvis  or  from  right 
side  of  heart 

2.  Diseases  involving  walls  of  pulmonary 

artery  and  its  branches 
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a)  primary  pulmonary  hypertension 

b)  collagen  diseases  eg.  periarteritis 
nodosa,  scleroderma 

c)  necrotizing  arteritis 

VII.  Pressure  from  outside 

a)  mediastinal  tumor 

b)  aortic  aneurysm 

c)  mediastinal  fibrosis 

VIII.  Alveolar  hypoventilation 

a)  obesity — Pickwickian  syndrome 

b)  chronic  mountain  sickness 

ACUTE  COR  PULMONALE 

Clinical  Manifestations: 

Acute  cor  pulmonale  results  from  acute  pul- 
monary hypertension  usually  following  pulmon- 
ary embolism  and  according  to  some  authors 
associated  with  neurogenic  spasm  of  pulmon- 
ary artery.  It  is  said  that  70  percent,  or  more, 
pulmonary  emboli  originate  from  veins  of  low- 
er extremities  or  pelvis ; the  other  15-30  per- 
cent originate  from  right  side  of  heart. 

In  many  patients  following  signs  and  symp- 
toms may  be  found  especially  if  patient  is  in 
congestive  heart  failure  or  having  myocardial 
infarction.  A sudden  onset  of  shortness  of 
breath,  chest  pain  or  distress,  cough,  hemop- 
tysis, fever,  apprehension  or  anxiety  may  oc- 
cur. Patient  may  develop  pleural  friction  rub, 
wheeze  rales  in  lungs,  right  ventricular  fail- 
ure, hypotension  and  pulmonary  edema.  How- 
ever, there  are  several  patients  in  whom  these 
signs  and  symptoms  are  absent.  In  a patient 
with  unexplained  shortness  of  breath,  chest 
pain,  elevated  temperature,  pulse  and  respira- 
tion rate  embolism  should  be  suspected ; and 
also  in  a patient  with  congestive  heart  failure 
who  does  not  respond  to  therapy. 

In  some  patients  without  cardio-pulmonary 
disease  a sudden  cardiac  arrest  or  death  may 
be  caused  by  obstructive  embolism  of  main 
pulmonary  artery  or  its  branches.  According 
to  Dalen'  et  al.  McIntyre  and  Levine  reviewed 
78  cases  of  fatal  cardiac  arrest  in  the  New 
England  Medical  Center  over  a 2 year  period 
and  found  at  postmortem  examination  massive 
pulmonary  emboli  was  the  cause  of  death 
in  18  cases.  According  to  Fowler-  (1950)  pul- 
monary embolism  is  found  in  approximately  10 
percent  of  all  autopsied  patients  and  is  respon- 
sible for  3 percent  of  deaths. 

Laboratory  data: 

Laboratory  findings  are  not  specific ; white 
cell  count  may  be  elevated  in  extensive  pulmon- 
ary infarction.  Serum  glutamic  oxaloacetic 


transaminase  is  usually  normal.  Elevated  lac- 
tic dehydrogenase,  serum  bilirubin  and  serum 
glutamic  oxaloacetic  transaminase  are  des- 
cribed by  some  authors  as  a triad  diagnostic 
of  pulmonary  embolism ; however,  this  triad  is 
not  often  found. 

Pulmonary  function  tests  may  show  im- 
paired oxygenation  due  to  pulmonary  embol- 
ism. There  may  be  other  disturbances  in 
pulmonary  function  as  hyperventilation,  dim- 
inished vital  capacity  and  a reduction  of  pul- 
monary diffusing  capacity. 

Electrocardiographic  findings: 

The  electrocardiogram  in  some  patients  may 
be  normal  but  usually  abnormal  after  24  hours. 
A deep  Si  and  Q waves  in  lead  3 (Si-Q:;  type), 
right  axis  deviation,  tall  peaked  pulmonary  P 
waves,  diffuse  ST  segment  depression,  inversion 
of  T waves,  in  right  precordial  leads ; complete 
or  incomplete  right  bundle  branch  block  which 
is  often  transient.  Various  arrythmias,  such  as 
supraventricular  tachycardia,  atrial  fibrillation 
and  flutter  also  may  appear. 

Radiological  findings: 

Radiological  findings  are  not  specific  but 
chest  film  may  show  hilar  shadow,  especially 
pulmonary  vascular  shadow  enlarged  and  a 
diminuition  in  size  of  peripheral  arterial  mark- 
ings. There  may  be  evidence  of  right  ventri- 
cular enlargement.  However,  if  pulmonary  em- 
bolism causes  pulmonary  infarct  it  may  be 
seen  on  a film  as  a shadow,  round  or  oval,  a 
pneumonic  infiltration,  or  pleural  effusion  may 
be  found.  The  lower  lobes  are  most  frequently 
affected ; right  lower  lobe  is  affected  more  often 
than  left.  In  some  cases  classical  triangular 
infarct  may  be  seen  on  chest  film. 

Radioisotope  scanning: 

This  form  of  investigation  shows  avascular 
area — “cold”  area — due  to  pulmonary  artery 
obstruction.  This  process  is  easily  performed 
and  is  safe;  however,  “cold”  areas  can  be  pro- 
duced by  other  chest  diseases  eg.  pneumonia, 
atelectasis,  abscess  or  tumor.  Therefore,  posi- 
tive scan  is  not  diagnostic  of  pulmonary  infarc- 
tion or  embolism.  Normal  scan  in  pa- 
tients suspected  of  having  pulmonary  em- 
bolism excludes  this  condition.  This  form  of 
investigation  may  help  in  diagnosis  and  is 
usually  employed  as  a screening  procedure  prior 
to  pulmonary  arteriography  if  indicated.  Pul- 
monary angiography  is  the  best  form  of  in- 
vestigation which  may  show  obstructive  lesion 
in  pulmonary  arteries.  Pulmonary  angio- 
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graphy  is  now  being  used  in  diagnosis  of  pul- 
monary embolism  if  diagnosis  is  uncertain,  es- 
pecially if  pulmonary  embolectomy  has  been 
considered. 

Diagnosis : 

In  differential  diagnosis  various  chest 
diseases  eg.  pneumonia,  neoplasm,  abscess,  lym- 
phoma, tuberculosis  and  others  should  be  taken 
into  consideration.  However,  because  of  sub- 
sternal  pain  pulmonary  infarction  may  be  mis- 
taken for  myocardial  infarction  and  a patient 
with  myocardial  infarction  may  also  develop 
pulmonary  embolism.  Diagnosis  then  is  rather 
difficult  but  history,  blood  enzymes,  electro- 
cardiographic and  radiologic  findings  may  help. 
Perkins  and  Bradshaw5  reported  2 cases  in 
which  an  operation  was  performed  for  sus- 
pected carcinoma  and  pulmonary  infarction  was 
found.  Pneumonia  can  be  distinguished  by  his- 
tory and  by  presence  of  respiratory  symptoms 
as  cough,  chills  and  finding  of  bacteria  in 
sputum ; and  electrocardiographic  changes  are 
not  so  characteristic  as  in  pulmonary  embolism. 
Of  104  fatal  cases  of  pulmonary  infarction.  Mil- 
ler and  Berry4  noted  that  in  only  44  was  the 
disease  diagnosed  correctly.  Congestive  heart 
failure  was  found  in  14  cases,  myocardial  in- 
farction in  6,  pneumonia  in  6,  bronchogenic 
carcinoma  in  5 and  there  were  several  miscel- 
laneous conditions.  In  14  cases  no  diagnosis 
was  made.  A dissecting  aortic  aneurysm  and  a 
spontaneous  pneumothorax  can  cause  sudden 
onset  of  chest  pain  but  history,  clinical  find- 
ings and  chest  x-ray  will  help  in  diagnosis. 
The  classic  triad  of  chest  pain,  shortness  of 
breath  and  coughing  up  blood  occurs  rarely. 

The  diagnosis  of  pulmonary  embolism  with- 
out infarction  is  rather  difficult  due  to  short- 
ness of  time  between  onset  of  symptoms  and 
death.  Coon  and  Willis5  reported  a series  of 
606  patients  with  pulmonary  embolism  proven 
at  autopsy ; death  occurred  in  almost  half  with- 
in 15  minutes.  Almost  all  fatal  emboli  are  pre- 
ceded by  earlier  emboli ; therefore,  prophylaxis 
is  the  most  important  form  of  therapy. 

Treatment : 

Prophylaxis  with  anti-coagulants  should  be 
carried  out  especially  in  patients  with  well 
known  predisposing  factors  eg.  treatment  of 
thrombophlebitis,  prevention  of  venous  stasis. 
Neu'1  et  al.  reported  a 20  percent  incidence 
of  thromboembolism  in  50  patients  with  frac- 
tures of  the  pelvis  or  lower  extremities  not  anti- 
coagulated, and  no  thromboembolism  in  50  simi- 


lar patients  treated  with  prophylactic  anti- 
coagulation. Ligation  of  femoral  vein  or  in- 
teruption  of  inferior  vena  cava  is  done  es- 
pecially in  patients  in  whom  anticoagulation 
therapy  is  contraindicated. 

In  treatment  of  acute  massive  embolism  full 
supportive  emergency  treatment  should  be  ap- 
plied. Heparin  should  be  given  intravenously 
early,  hypotension  should  be  treated  by  vaso- 
pressor drugs,  hypoxia  by  administration  of 
oxygen  and  treatment  of  arrythmias  if  present. 
In  anxiety,  adequate  doses  of  sedatives  eg. 
morphia  should  be  given.  If  a patient  is  in  shock 
and  does  not  respond  to  vasopressor  drugs, 
the  prognosis  is  rather  grave.  However  if  a pa- 
tient responds  to  vasopressor  drugs  for  at  least 
30  minutes,  embolectomy  should  be  considered. 
According  to  some  authors,  if  a patient  is  not 
in  shock,  embolectomy  carries  a greater  risk 
than  medical  management. 

New  drugs  eg.  urokinase  are  tried  in  treat- 
ment of  pulmonary  embolism ; however,  furth- 
er control  trials  are  still  needed  for  final  evalu- 
ation of  thrombolytic  therapy. 
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Additional  information  may  be  obtained  by 
contacting: 

The  Office  of  Postgraduate 
Medical  Education 
University  of  Colorado 
School  of  Medicine 
4200  East  Ninth  Avenue 
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COMMENTS  ON  PREVENTIVE  HEALTH- 
COLLECTIVE  AND  INDIVIDUAL 
RESPONSIBILITY 
T.  H.  Sattler,  M.D. 

In  surveying  the  state  of  preventive  health 
measures  today,  it  is  evident  that  we  have  im- 
pressive “know-how”,  yet  markedly  limited 
“how-to-do” ; i.e.,  how  to  apply  knowledge  and 
how  to  motivate  individuals. 

This  weakness  covers  a wide  spectrum  from 
adequate  medical  personnel  for  medical  care 
and  emergency  care,  to  the  socio-economic  sup- 
port of  such  needs. 

It  also  involves  the  individual  responsibility 
in  applying  health-care  principles  that  are  docu- 
mented and  well  demonstrated  as  having  pre- 
ventive benefits. 

How  does  one  motivate  individuals  to  ac- 
cept established,  preventive-health  mainten- 
ance measures?  Prevention  regarding  infec- 
tious and  communicable  disease  has  had  strik- 
ing success  by  compulsory  measures,  such  as 
sanitation,  water  purification,  immunization, 
etc.  But  in  the  interval,  catastrophic  effects  of 
auto  accidents,  alcohol,  cigarette  smoking,  and 
obesity  escalate  in  unrelenting  manner. 

Health  education  to  date  has  had  limited  suc- 
cess, especially  in  the  matter  of  the  above- 
mentioned  habits  of  the  adult  population.  How- 
ever, if  we  are  to  accomplish  preventive  goals, 
which  must  be  the  aim  of  medical  care,  then 
a more  intense  and  effective  health-education 
program  must  be  developed.  I do  support  a 
National  Health  Education  Center  Agency  to 
unify  and  coordinate  an  effective  program. 
However,  our  local  involvement  is  essential  for 
success. 

We  must  recognize  that  life  style,  delivery 
system,  and  cost-support  of  the  health  system 
are  all  interrelated.  Paramount  in  many  of  the 
preventable,  associated  illnesses  suggested 
above  is  the  life  style  and  individual  responsi- 
bility that  is  so  important  as  a major  modifier 
of  the  delivery  system  and  cost-support  sys- 


tem. What  price  freedom  of  choice?  Can  one 
legislate  against  alcohol,  tobacco,  seat-belt  com- 
pliance ; or  more  importantly,  life  styles  ? Not 
likely,  I’m  sure.  Therefore,  individual  education 
and  discipline  is  essential.  Modification  of  life 
styles  and  personal  desires  is  difficult ; i.e., 
“needs  are  a personal  choice.”  “Freedom  of 
choice”  is  an  American  obsession.  Not  what 
is  “good  for  us,”  but  what  makes  us  “feel  good” 
is  a prime  determinant. 

Health  is  a most  complicated  and  complex 
problem,  and  it  requires  not  only  that  all  health 
organizations  be  highly  effective,  but  also  that 
individuals  be  committed  to  preventive  health 
concern.  Palliative  and  corrective  health  care 
is  costly  to  our  resources.  Prevention  must  be 
effective  in  order  to  secure  the  greatest  bene- 
fits from  our  total  health  care  system.  By 
compulsion?  Such  as  ignition  of  car  not  opera- 
tive until  all  seat  belts  are  fastened?  Through 
education  to  motivate  the  individual  regarding 
alcohol,  tobacco,  obesity,  sex  education? 

No  doubt,  options  must  be  provided  in  any 
education  system,  but  health  education  must 
present  the  established  facts,  so  that  the  proper 
and  ideal  choice  can  and  will  be  made.  In  so 
many  aspects  of  our  lives,  the  adult  image  and 
model  has  a great  influence  on  the  impression- 
able young.  This  again  illustrates  that  indi- 
vidual responsibility  to  establish  desirable 
standards  to  be  emulated  is  important. 

It  is  clear  that  a united  effort,  combining 
the  health  personnel  and  the  public,  on  a local 
involvement  basis,  is  essential  if  we  are  to 
mount  any  long-lasting  benefit  from  an  educa- 
tional program.  An  area-planning  program, 
involving  the  public,  to  ascertain  needs,  goals, 
and  educational  programs,  would  be  most  es- 
sential in  applying  “how-to-do”,  in  view  of  the 
immense  amount  of  “know-how”  available,  and 
asure  the  success  of  preventive-health  mea- 
sures. It  is  hoped  our  area  can  become  com- 
mitted to  such  an  endeavor.  The  preventive- 
health  benefits  can  be  most  significant — col- 
lectively, as  well  as  individually. 
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THE  1973's  ARE  HERE! 

Come  in  and  see  . . . 

THE  MARK  IV 


THE  ULTIMATE  IN 
LUXURY! 


America's  most  distinctly  styled  luxury  car.  A car 
whose  excellence  of  design  and  workmanship  has 
proved  itself.  A car  lavishly  appointed,  thoroughly 
equipped.  We  hope  you  will  stop  in  soon  for  a 
personal  demonstration  of  the  Mark  IV. 

SALES  LEASING  SERVICE 

SIOUX  FALLS 

UNCOLN-MERCURY 

23rd  £r  Minnesota  Ph.  339-3502 


EMERGENCY 

DEPARTMENT 

PHYSICIAN 

Emergency  Department  physician  needed 
to  join  new  Emergency  Medical  Group  pro- 
viding 24  hour  coverage  to  350  bed  hospi- 
tal. New  Emergency  Room  Outpatient  De- 
partment. Guaranteed  minimum  income. 
Community  of  over  100,000,  excellent 
schools,  state  university,  strong  economic 
climate.  Year  around  recreational  activi- 
ties. 

Contact: 

Executive  Director, 

Allen  Memorial  Hospital, 

1825  Logan  Avenue 
Waterloo,  Iowa  50703 


WE  HOPE  THIS  IS  NOT  NEEDED 


but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7360 

Rentol  Stores  in  St.  Paul,  Rochester  and  Sioux  City 


AMERICAN  BOARD  OF 

FAMILY  PRACTICE  EXAMS 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  writ- 
ten certification  examination  on  October  20- 
21,  1973  in  various  centers  throughout  the 
United  States.  Information  regarding  the  ex- 
amination can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE : It  is  necessary  for  each 

physician  desiring  to  take  the  examination  to 
file  a completed  application  with  the  Board 
office.  Deadline  for  receipt  of  applications  in 
the  Board  office  is  August  1,  1973. 
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On  behalf  of  the  South  Dakota  State  Medical  Association,  I wish  to  extend  a warm  thank- 
you  to  Dr.  Earl  Scott  for  his  support  and  loyalty  to  the  University  of  South  Dakota  School  of 
Medicine.  His  sincere  devotion  in  guiding  the  medical  school  as  Interim-Dean  since  the  winter  of 
1972  is  a tribute  to  his  concern  and  interest  in  medical  education.  The  South  Dakota  State  Medical 
Association  deeply  appreciates  his  contribution  and  leadership  during  this  difficult  period,  recog- 
nizing that  the  deanship  added  a major  responsibility  to  his  basic  commitment  as  Chairman  of 
the  Department  of  Anatomy. 

A tribute  should  also  be  extended  to  the  entire  Basic  Science  faculty,  who  continued  to 
responsibly  and  effectively  perform  at  their  usual  high  standards  of  teaching  during  the  past  two 
years.  The  uncertainty  of  the  medical  school  status  has  not  lightened  their  loads,  and  they  are  to 
be  commended  for  maintaining  their  high  level  of  teaching  enthusiasm  and  dedication  under  these 
circumstances. 

Dr.  Karl  Wegner’s  acceptance  of  the  deanship  following  the  Selection  Committee's  unanimous 
recommendation,  supported  by  Dr.  Bowen  and  approved  by  the  Board  of  Regents,  is  enthusiastical- 
ly received  by  the  South  Dakota  State  Medical  Association.  Dr.  Wegner  has  been  very  active  in 
the  pathology  field  of  medical  science  since  graduating  from  Harvard  Medical  School  in  1959,  and 
then  serving  an  internship  and  pathology  residency  at  Massachusetts  General  Hospital. 

Dr.  Wegner  has  been  a member  of  the  teaching  staff  of  the  University  of  South  Dakota 
School  of  Medicine  since  1962,  and  in  1968  he  was  named  Professor  and  Chairman  of  the  Depart- 
ment of  Pathology.  His  enthusiasm  and  dedication  to  the  teaching  of  pathology,  with  clinical 
application,  has  been  of  major  benefit  to  the  medical  students.  He  has  been  Director  of  the  Resi- 
dency Program  in  Pathology  and  actively  involved  in  the  development  of  the  Family  Practice 
Residency  Program  in  Sioux  Falls. 

In  accepting  the  position  of  Dean  at  the  medical  school,  he  demonstrates  a further  expansion 
of  his  vital  interest  in  teaching  and  medical  education.  His  deep  commitment  to  the  degree- 
granting medical  program  and  firm  belief  in  postgraduate  training  will  substantially  influence 
all  aspects  of  medical  care  in  South  Dakota.  His  understanding  of  the  importance  of  basic 
science,  together  with  the  broad  clinical  application  of  medical  care,  will  continue  to  benefit  our 
medical  education  program  and  medical  care  system  in  South  Dakota. 

We  applaud  the  appointment  of  Dr.  Karl  Wegner  to  the  position  of  Dean  at  the  University  of 
South  Dakota  School  of  Medicine  and  offer  our  enthusiastic  support  in  further  development  of 
our  medical  school  educational  program,  as  well  as  postgraduate  and  health  care  programs  for 
South  Dakota. 


T.  H.  Sattler,  M.D. 
President 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


John  F.  Barlow,  M.D.,  FCAP** 
Pathologist-Editor 


Thomas  L.  Looby,  M.D.* 

Discusser-Obstetrician-Gynecologist 


TWENTY-FOUR  YEAR  OLD  GIRL  WITH 
RECURRENT  ABDOMINAL  PAIN 


CASE  NO.  72-5314 

This  24-year-old  Gravida  0 I’ara  0 was  admitted  to 
Sioux  Valley  Hospital  at  4:00  a.m.  with  chief  complaint 
of  right  lower  quadrant  severe  steady  pain.  The  patient 
first  noted  the  pain  two  days  prior  to  admission  when 
it  was  crampy.  The  pain  was  associated  with  nausea 
and  vomiting.  The  patient  had  had  three  loose  stools 
which  was  unusual  for  her  but  had  had  none  since 
that  time.  The  pain  disappeared  but  recurred  the 
night  of  entry.  There  were  no  chills,  fever,  or  urinary 
complaints.  There  was  no  history  of  previous  hos- 
pitalization or  illness.  Menarche  was  at  age  12.  Periods 
were  regular  every  30  days.  The  last  menstrual  period 
was  four  days  prior  to  admission  and  normal. 

PHYSICAL  EXAMINATION:  Revealed  a well-de- 
veloped, well-nourished  24-year-old  lady  with  a pulse 
of  88/minute,  regular;  respirations  20/minute;  blood 
pressure  124  systolic  and  76  diastolic;  temperature 
98.6°F.  Examination  of  the  head  and  neck  was  un- 
remarkable. The  lungs  were  clear  to  auscultation  and 
percussion.  The  heart  was  of  normal  size  with  regular 
rhythm  and  no  murmurs.  The  abdomen  was  flat  and 
nondistended.  There  was  no  spasm,  tenderness  or 
resistance.  There  was  no  evidence  of  referred  pain  or 
jar  tenderness.  No  organs  or  masses  were  palpable. 
On  auscultation  there  was  some  hyperactivity  to  the 
bowel  sounds  which  seemed  slightly  abnormal.  Rectal 
examination  revealed  a completely  empty  rectum  ex- 
cept for  small  semisolid  fragments  of  stool.  The  cervix 
was  palpated  and  motion  of  the  cervix  created  no 
particular  tenderness.  Pelvic  examination  was  ap- 
parently' negative.  No  palpable  adnexal  masses  were 
felt. 

LABORATORY  DATA:  Urine  - yellow,  turbid; 

specific  gravity  1.028  pH  5.0;  negative  for  protein,  glu- 
cose, ketone  bodies,  bile,  hemoglobin;  sediment 
0-1  WBC/hpf.  There  were  moderate  epithelial  cells 
and  mucous  threads.  Hemoglobin  13.0  gm/dl,  red 
count  4.6  million/mm:!,  hematocrit  45  vol/dl,  mean 
corpuscular  hemoglobin  32  micromicrograms,  mean 
corpuscular  volume  94  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  34%.  Total  leukocyte  count 
9.900/mm3  with  87%  segmented  neutrophils,  1% 
neutrophilic  bands,  12%  mature  lymphocytes.  The  red 


^Obstetrician  and  Gynecologist,  Sioux  Valley  Hos- 
pital; Clinical  Faculty,  School  of  Medicine,  University 
of  South  Dakota. 

^^Pathologist,  Laboratory  of  Clinical  Medicine  and 
Sioux  Valley  Hospital;  Professor  of  Pathology,  School 
of  Medicine,  University  of  South  Dakota. 


Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of 
Health,  U.  S.  Public  Health  Service. 


cells  were  normochromic  and  normocytic  on  smear  and 
the  platelets  were  normal  in  number  and  morphology. 
Erythrocyte  sedimentation  rate  was  2mm/hr.  The 
hemogram  was  repeated  the  next  day  and  showed  es- 
sentially the  same  studies  with  total  leukocyte  count 
of  8,900/mm3  with  52%  segmented  neutrophils,  1% 
eosinophils,  46%  mature  lymphocytes,  and  1%  mono- 
cytes. A stool  for  occult  blood  was  negative.  A diag- 
nostic procedure  was  performed. 

DR.  LOOBY : Essentially  we  have  a lady  who 

presents  with  episodic  abdominal  pain  with 
little  in  the  way  of  physical  findings  to  eluci- 
date the  cause  of  that  pain.  There  is  nothing 
in  the  laboratory  data  of  any  importance  ex- 
cept for  the  white  count  with  a mild  left  shift 
which  apparently  was  not  present  24  hours 
later.  The  striking  finding  in  the  clinical  his- 
tory is  that  the  pain  was  episodic.  It  occurred 
— and  then  it  came  back  “in  spades” — that  is  it 
was  much  more  severe  when  it  returned.  There 
was  associated  nausea  and  vomiting  and  some 
loose  stools.  The  patient  had  apparently  never 
had  these  symptoms  before  the  present  illness. 

This  case  is  a differential  diagnosis  of  abdom- 
inal pain  and  we  have  to  examine  those  systems 
which  might  produce  abdominal  pain.  The 
urinary  system  and  kidneys  could  produce  this. 
The  pain  is  intermittent  and  one  might  ques- 
tion a ureteral  calculus.  She  does  not  seem  to 
be  a good  candidate  for  that  as  she  has  no 
other  findings  to  suggest  calculus.  Could  an 
abnormality  in  the  intestinal  tract  produce  this 
picture?  The  patient  has  a normal  sedimenta- 
tion rate  and  there  are  no  other  symptoms  ex- 
cept the  nausea  and  vomiting  that  go  along 
with  the  acute  abdominal  pain  to  suggest  in- 
volvement of  the  gastrointestinal  tract.  One 
of  course,  must  consider  appendicitis  but  the 
physical  findings  and  the  lack  of  a persistent 
abnormal  white  count  do  not  support  this  diag- 
nosis. The  patient  could  have  had  intestinal 
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spasm  which  is  a clinical  syndrome  but  I doubt 
that  it  would  be  this  severe.  Volvulus  is  a pos- 
sibility but  she  has  no  signs  of  intestinal  ob- 
struction. I think  this  is  unlikely. 

What  about  pelvic  pathology?  It  would 
seem  with  the  patient’s  menstrual  history,  that 
this  is  not  a gestational  process;  since  the  uni- 
lateral pelvic  pain  associated  with  extrauterine 
pregnancies  does  not  usually  follow  so  closely 
a normal  period  as  in  this  case.  I would  have 
to  consider  torsion  in  the  adnexa.  On  pelvic 
examination,  nothing  was  particularly  notable. 
The  most  common  structure  to  twist  would  be 
an  ovarian  cyst,  also  paraoophoron  or  hydatids 
of  Morgagni  which  vary  in  size  can  twist, 
causing  symptoms.  These  might  be  small  en- 
ough not  to  be  felt  on  physical  examination  and 
could  cause  pain  and  reflex  spasm  of  the  bowel 
with  nausea  and  vomiting  as  described  in  the 
history.  I think  we  have  to  consider  torsion 
of  a normal  fallopian  tube.  This  is  a rather 
rare  condition  but  it  does  exist,  and  could 
present  as  in  this  case.  It  could  explain  the 
pain  syndrome  with  nausea  and  vomiting  and 
could  be  relieved  by  reversion  of  the  torsion 
process.  The  way  to  make  a diagnosis  of  this 
intermittent  type  of  torsion  is  to  catch  her  in 
an  acute  process  and  deal  with  it  at  that  time. 
I feel,  in  this  case,  that  this  is  probably  what 
we  are  dealing  with — a torsion  process.  My 
first  diagnosis  is  that  it  would  involve  some- 
thing in  the  paraoophoron  twisting  and  un- 
twisting spontaneously.  My  second  diagnosis 
would  be  that  this  is  a torsion  of  a normal  fal- 
lopian tube.  I doubt  that  there  is  any  major 
ovarian  process  causing  this  problem. 

DR.  TOM  LOOBY’S  DIAGNOSIS 

1.  TORSION  OF  ADNEXA 

A.  ? Paratubal  cyst 

B.  ? Normal  fallopian  tube. 

I would  be  very  interested  in  the  type  of 
diagnostic  procedure  performed. 

DR.  BARLOW : What  would  you  do  ? 

DR.  LOOBY : I would  probably  approach  this 

with  a laparoscope. 
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*DR.  EVERETT  W.  SANDERSON : With  this 

clinical  history,  I don’t  feel  that  everything 
has  been  ruled  out  and  wouldn’t  it  be  more 
sensible  to  do  something  like  an  intravenous 
pyelogram  first  to  rule  out  urinary  tract  path- 
ology ? 

DR.  LOOBY:  Yes,  I think  I might  have  done 

that.  However,  I was  approaching  this  as  a 
surgical  problem  and  would  have  put  laparos- 
copy as  my  first  choice  for  a surgical  diagnostic 
procedure. 

DR.  BARLOW : One  of  the  reasons  I pre- 

sented a CPC  like  this  which  does  not  have  all 
the  information  is  to  get  at  some  of  the  indica- 
tions for  laparoscopy  in  cases  of  abdominal 
pain.  How  useful  is  this  new  laparoscope? 

DR.  LOOBY : There  is  considerable  contro- 

versy as  to  what  the  proper  place  of  the  laparo- 
scope really  is.  Some  feel  that  laparoscopy 
should  be  used  in  every  case  of  infertility.  This 
is  a pretty  big  step  to  expose  the  patient  to 
hospitalization  and  pelvic  visualization  without 
a lot  of  other  previous  procedures.  Some  feel 
that  laparoscopy  should  be  used  in  every  case 
in  which  there  is  a pelvic  mass  or  pelvic  pain. 
It  is  very  helpful  in  the  differentiation  of  such 
entities  as  appendicitis,  salpingitis,  and  tubal 
pregnancies.  However,  many  of  these  condi- 
tions have  been  diagnosed  very  well  clinically 
in  the  past.  I am  really  not  sure  exactly  what 
the  indications  are  going  to  be  to  do  a laparo- 
scopy in  some  of  these  various  conditions.  A 
laparoscopy  does  allow  a positive  approach 
to  the  patient.  You  can  say,  this  is  what’s 
wrong  and  this  is  how  we  treat  it.  Or  you  can 
try  to  approach  it  by  the  less  exact  clinical 
methods  as  in  the  past. 

DR.  BARLOW : Can  you  diagnose  appendi- 

citis by  laparoscope? 

DR.  LOOBY : Yes,  you  can. 

**DR.  WALLACE  A.  ARNESON:  Sometimes 

you  can. 

***DR.  D.  G.  ORTMEIER:  There  are  cases  in 

which  the  diagnosis  is  made  for  the  first  time 
in  path  lab,  however,  even  though  the  patient 
has  had  laparoscopy. 

DR.  BARLOW : Can  you  diagnose  most  intra- 

abdominal problems  with  laparoscopy? 

DR.  LOOBY : In  some  departments,  the  in- 

ternal medicine  physicians  use  the  laparoscope 
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more  than  the  gynecologists.  They  can  visual- 
ize the  spleen  and  the  liver,  etc.  The  instru- 
ment is  not  relegated  just  to  the  gynecologist. 

DR.  BARLOW : Dr.  Arneson,  do  you  use  it  at 

all? 

DR.  ARNESON : No,  there  was  a peritoneo- 

scope many  years  ago  which  was  used,  but 
this  fell  into  disfavor  because  it  was  a thicker 
rigid  tube  and  wasn’t  as  pliable  as  the  present 
instrument. 

DR.  BARLOW:  Dr.  Ensberg,  do  you  use  this? 

*DR.  D.  L.  ENSBERG:  No,  I,  like  Dr.  Arne- 

son, had  experience  with  the  old  peritoneoscope 
but  did  not  find  it  useful.  I think  one  of  the 
important  points  is  that  the  gynecologist  can 
put  a rigid  tube  in  the  uterus  and  cause  the 
uterus  to  protrude  out  of  the  pelvis  and  get  a 
good  look  at  all  the  pelvic  structures.  However, 
it  is  extremely  difficult  for  the  general  surgeon 
to  look  at  the  upper  abdomen  even  with  the 
present  more  pliable  instruments. 

**DR.  R.  D.  SCHULTZ:  Is  laparoscopy  really 

any  better  than  the  old  culdoscopy? 

***DR.  B.  J.  WILLIAMS:  The  problem  with 

the  old  culdoscope  was  that  in  acute  and  chron- 
ic pelvic  disease  there  are  often  so  many  ad- 
hesions that  the  case  in  which  you  really 
wanted  to  visualize  the  pelvis  was  the  one  in 
which  it  was  impossible  to  see  because  of  the 
adhesions.  The  laparoscope  can  be  introduced 
from  above  at  many  different  angles.  Also, 
you  are  looking  at  things  the  way  you  see 
most  surgical  pathology — looking  down. 

DR.  ENSBERG:  Yes,  as  I have  said,  the  big 

advantage  of  the  laparoscope  for  pelvic  visuali- 
zation is  this  gear  shift  which  lifts  up  the 
uterus.  There  is  no  such  thing  that  you  can 
put  down  the  stomach  and  hold  it  in  place 
while  you  visualize  the  upper  abdomen. 

DR.  ARNESON : I feel  that  laparoscopy  has 

limited  diagnostic  applications.  You  really  have 
to  answer  the  question  whether  the  patient 
should  have  a laparotomy  or  not.  No  one  would 
do  a laparoscopy  when  they  suspect  an  acute 
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appendicitis.  If  you  have  to  open  the  abdomen, 
there  is  no  reason  to  have  the  patient  go 
through  two  procedures.  There  certainly  are 
indications  for  laparoscopy  such  as  tubal  preg- 
nancies, etc.  But,  for  instance,  I operated  upon 
a lady  the  other  day  with  a huge  ovarian  cyst. 
There  would  have  been  no  sense  in  doing  a 
laparoscopy  on  her.  She  just  required  a laparo- 
tomy. 

DR.  LOOBY : I think  there  is  a possiblity  of 

diagnosing  some  conditions  earlier.  For  in- 
stance, in  tubal  pregnancy,  it  has  been  the 
policy  for  many  years  to  wait  until  the  patient 
has  advanced  disease  with  blood  in  the  ab- 
domen and  then  go  in  and  do  a definitive  sal- 
pingectomy. However,  many  feel  that  gesta- 
tion, if  diagnosed  very  early,  can  be  removed 
from  the  tube,  thus  saving  some  possibility  of 
fertility  that  might  otherwise  be  lost. 

DR.  B.  J.  WILLIAMS:  The  mortality  for 

tubal  pregnancy  if  you  are  waiting  for  blood 
in  the  abdomen  is  still  around  5-7%.  If  you 
diagnose  the  disease  early  by  more  use  of  the 
laparoscope,  you  may  be  able  to  cut  down  this 
mortality. 

DR.  LOOBY:  I think  a patient  in  whom  you 

have  the  classic  findings  of  ectopic  pregnancy, 
you  are  wasting  your  time  doing  a laparoscopy. 
However,  in  patients  who  are  questionable, 
laparoscopy  can  often  diagnose  the  condition 
early. 

D R.  BA  R L 0 W : Before  I show  the  find- 

ings in  this  case,  I just  have  one  other  question. 
I understand  laparoscopy  is  not  a totally  in- 
nocuous procedure. 

DR.  LOOBY : That  is  right.  It  is  not  a com- 

pletely innocuous  procedure.  One  of  the  prob- 
lems is  in  introduction  of  the  pneumoperi- 
toneum. Probably  the  only  mortality  with  the 
procedure  of  laparoscopy  has  been  with  insuf- 
flation of  carbon  dioxide  not  into  the  abdominal 
cavity  but  into  a vein. 

DR.  ARNESON : Well,  there  are  other  com- 

plications. You  can  nick  the  bowel  or  a large 
blood  vessel,  especially  when  you  do  any  thera- 
peutic maneuvers  through  the  laparoscope. 

DR.  LOOBY:  You  are  referring  to  small  and 

large  bowel  perforations  associated  with  the 
use  of  electrocautery  in  tubal  fulguration.  An 
electrical  injury  usually  goes  unnoticed  until 
symptoms  occur  in  2 to  4 days. 
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DR.  ENSBERG:  We  have  certainly  had  com- 

plications here  after  laparotomy  also.  I remem- 
ber a patient  who  had  adhesions  and  strangu- 
lation of  the  bowel  after  laparotomy  so  she 
had  a potentially  fatal  complication  from  this 
procedure. 

DR.  BARLOW : Dr.  Williams,  would  you  like 

to  discuss  this  case  more  as  there  are  other 
facts. 

DR.  WILLIAMS:  Yes,  the  whole  case  has  not 

been  presented.  I saw  this  patient  in  the  office 
two  days  before  admission  and  a pelvic  ex- 
amination was  rather  unremarkable  and  I 
thought  the  symptoms  were  due  to  a spastic 
colon.  I sent  her  home  and  she  called  in  saying 
she  was  better  on  antispasmodic  therapy.  She 
returned  at  4:00  in  the  morning  at  which  time 
the  interns  said  she  had  rebound  tenderness. 
I assumed  that  she  had  acute  appendicitis.  I 
called  Dr.  Ensberg,  who  examined  her  and  felt 
that  she  did  not  have  enough  acute  abdominal 
signs  and  hospitalized  her  for  observation.  We 
then  had  a little  seesaw  where  the  intern  would 
examine  the  patient  and  say  she  had  an  acute 
abdomen  and  by  the  time  Dr.  Ensberg  or  1 ar- 
rived, the  signs  of  the  acute  abdomen  had 
disappeared.  Then  on  about  the  second  hos- 
pital day,  she  turned  over  in  bed  and  developed 
acute  pain.  I decided  to  do  another  pelvic  exam, 
even  though  the  first  one  had  been  normal. 
The  pelvic  exam  was  now  quite  abnormal  and 
I could  feel  a mass  in  the  cul-de-sac  which  had 
not  been  present  before.  The  patient  also,  at 
this  time,  had  acute  pain  on  cervical  motion. 
We  decided  to  do  a diagnostic  laparoscopy  at 
the  same  time  being  prepared  to  enter  the  ab- 
domen if  we  found  something  that  required 
removal.  I think  this  is  the  advantage  of 
laparoscopy  in  that  you  don’t  have  to  commit 
yourself  and  do  a major  abdominal  procedure. 
We  found  a torsion  of  the  tube  and  ovary.  I 
think  it  started  as  a torsion  of  the  ovary  and 
then  also  involved  the  tube.  There  was  one  and 
a half  revolutions  or  less  of  twist  but  a great 
deal  of  swelling  distal  to  the  twist.  This  patient 
patient  also  happens  to  be  an  infertility  pa- 
tient. I decided  to  try  to  just  go  ahead  and  un- 
twist the  tube.  We  did  this  and  circulation  re- 
turned to  the  twisted  ovary  and  tube  and  we 
watched  about  20  minutes  and  the  structures 
seemed  to  return  to  the  normal  state.  I realized 
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that  I did  not  know  why  the  patient’s  adnexa 
twisted,  but  when  she  awoke  her  pain  was  en- 
tirely gone. 

*DR.  R.  A.  JAQUA:  Did  the  ovary  look 

normal  ? 

DR.  WILLIAMS:  Yes  it  did  and  she  did  well 

postoperatively.  She  was  sent  home  with  the 
information  that  this  torsion  could  recur.  It 
did  not  recur  for  2 1/2  months  and  she  did  be- 
come pregnant  on  the  next  cycle.  I saw  her  for 
her  first  prenatal  visit  and  there  was  no  en- 
largement of  the  ovary.  Less  than  24  hours 
after  I had  done  this  last  pelvic,  she  began  to 
have  pain  in  the  right  adnexal  area.  We  knew 
the  diagnosis  by  this  time  and  within  about 
2 hours  after  admission  she  had  a rigid  ab- 
domen. She  was  2 1/2  months  pregnant  but 
we  went  ahead  and  did  a laparotomy  and  Dr. 
Barlow  probably  has  a slide  of  what  we  re- 
moved. 

DR.  BARLOW : Here  is  a picture  of  the 

twisted  infarcted  tube  and  ovary.  You  can  rec- 
ognize the  fimbriated  extremity  of  the  tube  on 
top  of  the  ovary.  The  entire  tube  and  ovary 
are  black  and  necrotic  and  the  microscopic  ex- 
amination simply  confirmed  this.  There  was 
no  abnormality  in  the  ovary  or  tube  other  than 
that  they  were  markedly  enlarged  due  to  the 
venous  congestion  from  the  torsion.  (Fig.  I) 


Figure  I 

Infarcted  tube  and  ovary  from  torsion  fimbriated  ex- 
tremity of  tube  can  be  seen  on  upper  left  of  ovary. 


FINAL  ANATOMIC  DIAGNOSIS 
Torsion  of  Normal  Adnexa 

DR.  ARNESON:  You  untwisted  the  tube  and 

ovary  with  the  laparoscope  the  first  time? 
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DR.  WILLIAMS:  Yes.  In  retrospect  I think 

we  should  have  sutured  the  tube  and  ovary  in 
place  and  this  might  have  saved  her  tube  and 
ovary.  I thought  the  corpus  luteum  was  on  the 
other  side,  but  was  worried  that  if  we  removed 
the  corpus  luteum  of  pregnancy,  she  might 
have  an  abortion.  She  was  supplemented  with 
progesterone.  She  has  had  no  problem. 

DR.  ORTMEIER:  She  is  still  pregnant  then? 

DR.  WILLIAMS:  Yes. 

DR.  ARNESON : I think  it  is  important  to 

point  out  here  that  all  of  the  information  was 
not  given  in  the  protocol.  If  you  only  had  the 
information  in  the  protocol,  this  patient  should 
never  have  had  a laparoscopy.  Also,  I would 
like  to  ask  why  since  most  of  the  laparoscopies 
in  this  hospital  are  done  for  tubal  ligation,  why 
the  tubes  are  just  ligated  instead  of  doing  a 
salpingectomy. 

DR.  WILLIAMS:  Well,  I think  you  are  doing 

a functional  salpingectomy  by  taking  a piece 
out  of  the  tube.  Others  do  a fimbriectomy. 

DR.  ARNESON:  Well,  I think  if  you  just  re- 

move the  tube,  this  is  just  as  easy  as  going 
through  some  of  the  maneuvers  in  taking  a 
small  piece  out  of  the  center  of  the  tube. 

DR.  LOOBY : It  is  felt  that  total  salpingec- 

tomy can  compromise  the  blood  supply  to  the 
ovary. 

DR.  ARNESON : I think  you  can  remove  the 

tube  easily  without  compromising  the  blood 
supply  to  the  ovary.  I also  want  to  ask  when 
a patient  requests  tubal  ligation,  is  the  option 
that  the  patient  can  have  a laparotomy  with  a 
full  abdominal  exploration  and  examination 
of  the  gallbladder  and  removal  of  the  appendix 
at  the  same  time  explained  to  the  patient  as 
an  option? 

DR.  LOOBY : Yes,  the  patient  is  given  that 

option.  We  are  somewhat  prejudiced  that 
laparoscopy  is  a more  minor  procedure,  but  the 
patient  is  always  given  the  option  of  having  an 
abdominal  incision.  The  amount  of  discomfort 
is  much  less,  hospital  time  is  decreased ; there- 
fore the  cost  is  a fraction  in  comparing  a lap- 
aroscopy to  a laparotomy. 

DR.  ARNESON : Well,  I think  that  you  can 

make  a small  incision  and  get  more  information 
with  no  more  morbidity  and  mortality  except 
that  the  patient  might  have  to  stay  in  the  hos- 
pital a couple  days. 


DR.  ENSBERG:  I don’t  feel  that  abdominal 

incision  is  completely  without  complications. 
There  are  adhesions  also  hernia  formation  in 
the  wound  as  I pointed  out  before. 

DR.  ARNESON:  I would  think  that  hernia 

formation  in  these  small  wounds  would  be  al- 
most nil. 

DR.  ENSBERG:  Well,  possibly,  but  I saw  one 

recently. 

DR.  ARNESON:  On  a small  incision? 

DR.  ENSBERG:  No,  with  a larger  incision, 

but  you  certainly  can  get  long  term  complica- 
tions with  laparotomy. 

DR.  BARLOW:  Twisting  of  an  ovarian  or 

paratubal  mass  is  not  uncommon  and  causes 
severe  pain  and  hemorrhagic  infarction  of  the 
adnexae.  Torsion  of  the  normal  fallopian  tube 
and  ovary  is  a rarity  and  has  not  been  diag- 
nosed very  often  preoperatively.  I suspect  the 
diagnosis  will  increase  with  laparoscopy.  The 
torsion  of  the  normal  fallopian  tube  has  been 
described  in  pregnancy,  following  tubal  liga- 
tion, in  normal  children,  and  in  adults.  If  the 
torsion  is  on  the  right,  of  course,  acute  appen- 
dicitis is  simulated.  Also  entering  into  the 
diagnosis  are  ureteral  colic,  twisted  ovarian 
cysts,  ectopic  pregnancy,  acute  salpingitis,  and 
ruptured  follicle  cyst.  Presenting  complaint  is 
usually  pain  in  the  lower  abdomen  with  nausea 
and  vomiting.  The  pain  is  usually  localized  to 
the  side  of  the  twist  and  is  of  acute  onset  and 
crampy.  Helpful  is  a history  of  previous  simi- 
lar attacks.  A mass  may  be  palpated  on  the 
abdominal,  pelvic  or  rectal  examination.  There 
may  be  radiation  of  the  pain  to  the  flank, 
groin,  or  lateral  thigh.  Luekocytosis  is  often 
quite  high.  Fever  is  not  usually  a symptom. 
There  is  often  tachycardia  but  anemia  does  not 
usually  occur  in  spite  of  a marked  hemorrhage 
into  the  twisted  adnexa. 

The  etiology  of  this  lesion  is  not  well  under- 
stood and  sudden  body  movement  or  trauma, 
pelvic  congestion,  and  drug  reaction  with  tubal 
spasm  have  been  suggested.  Uterine  enlarge- 
ment by  pregnancy  have  been  suggested  in  cer- 
tain instances.  If  there  are  no  more  comments, 
we  will  adjourn. 
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FOR  SALE 

Two  houses  in  Phoenix,  Arizona,  both  in 
excellent  repair  with  swimming  pools  and 
enclosed  yards.  Property  is  located  near 
Chris  Town,  Shopping  Center  and  Theater. 
Plenty  of  parking  space. 

One  house  is  large  enough  for  a doctor’s 
office  and  living  quarters. 

A real  good  investment  on  19th  Avenue, 
the  best  business  area  in  Phoenix. 

The  Internal  Revenue  has  accepted  the 
cost  of  visits  to  Phoenix  for  inspection  of 
the  property  as  a deductible  business  ex- 
pense. 

Contact : 

Roscoe  E.  Dean,  M.D. 
Wessington  Springs, 

South  Dakota 
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• Cardiac  Patients 
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• No  Special  Wiring 
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or  Stairway 


before  you  invest . . . 

DIAL  336-2550 


. . . and  ask  for  Chuck  Bahnson.  He’s  one  of 
our  Registered  Representatives  in  Sioux  Falls.  And 
we  think  you’ll  be  happy  to  find  how  friendly  and 
competent  he  is  in  discussing  your  investment 
questions. 

DAIN,  KALMAN  & QUAIL 

INCORPORATED 

TELEPHONE:  336-2550 
224  SO.  MAIN  AVE.  • SIOUX  FALLS,  S.  D. 

Investment  Research  With  A Regional  Accent 
Member  New  York  Stock  Exchange,  Inc./lOO  Dain  Tower,  Mpls. 
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0i hs  is  tjou/t 

MEDICAL  ASSOCIATION 


News  Notes  • Changes  • Births  • News 


R.  W.  Honke,  M.D.,  Wag- 
ner, attended  the  annual 
spring  refresher  course  of  the 
Minnesota  Academy  of  Fam- 
ily Physicians  held  at  Bloom- 
ington, Minnesota. 


Daniel  J.  Kennedy,  M.D., 

Sioux  Falls,  recently  with  the 
United  States  Air  Force,  is 
now  engaged  in  the  practice 
of  General  Psychiatry,  shar- 
ing office  space  with  T.  B. 
McManus,  M.D.  and  Ronald 
Jorgenson,  Ph.D. 


Charles  Pelton,  M.D.,  Hov- 
en,  has  been  appointed  an  As- 
sociate Member  of  the  Ameri- 
can Academy  of  Family  Phy- 
sicians. Harold  J.  Fletcher, 
M.D.,  Vermillion,  was  elected 
to  active  membership  in  that 
Association. 


The  combined  meeting  of 
the  South  Dakota  American 
College  of  Physicans  and 
American  Society  of  Internal 
Medicine  will  be  held  at  the 
University  of  South  Dakota 
School  of  Medicine  Auditori- 
um, Vermillion,  on  September 
14,  15,  1973. 


Jose  C.  Michieli,  M.D.,  Wat- 
ertown, spoke  at  the  pinning 
ceremonies  for  the  medical 
assisting  students  of  the  Lake 
Area  Vocational-Technical 
School. 


A three-day  postgraduate 
course  on  the  treatment  of 
the  seriously  injured  or  ill  in 
the  emergency  department  of 
the  hospital  or  clinic  held  at 
the  University  of  Colorado 
School  of  Medicine  in  Denver 
was  attended  by  John  Stran- 
sky,  M.D.,  Watertown. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Lyle  Hare,  M.D.,  Spearfish, 
received  the  Black  Hills  State 
College  Presidential  Award 
“for  outstanding  service  to 
the  college.” 

H.  W.  Farrell,  M.D.,  Sioux 
Falls,  led  a discussion  and 
question  and  answer  period  at 
a meeting  of  the  Sioux  Falls 
area  Food  Intolerance  Group. 

Brooks  Ranney,  M.D., 
Yankton ; Thomas  Looby, 
M.D.,  Sioux  Falls ; Richard 
Hockett,  M.I).,  Mitchell ; B.  J. 
Williams,  M.D.,  Sioux  Falls; 
H.  H.  Theissen,  M.D.,  Rapid 
City;  and  M.  G.  Mutch,  M.D., 
Sioux  Falls,  spoke  to  approxi- 
mately 200  nurses  at  the  first 
South  Dakota  section  work- 
shop of  the  Nurses  Associa- 
tion of  the  American  College 
of  Obstetricians  and  Gyne- 
cologists held  in  Mitchell. 

The  South  Dakota  National 
Guard  awarded  the  South  Da- 
kota Distinguished  Service 
Medal  for  outstanding  per- 
formance during  the  Rapid 
City  flood  in  1972  to  R.  R, 
Erdmann,  M.D.,  Mitchell,  at 
an  awards  ceremony  held  in 
Rapid  City. 


JULY  1973 
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Blue  Shield... 


One  of  the  Best  Ideas  You  Ever  Had. 


Years  ago,  Doctors  founded  Blue  Shield  with  two 
goals  in  mind.  Service  to  the  public  and  profession. 
Blue  Shield  is  still  the  best  idea  available  for  achiev- 
ing both  of  these  goals. 

Now,  more  than  ever  before,  we  must  continue  to 
work  together. 
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RESULT  IN 


Trii\tii\g 

excellence.! 
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Modem  Ptess 

Inc. 

808  West  Ave.  North 

605*336-  2377 


A BETTER  PLACE  TO 
PRACTICE  MEDICINE 

For  those  who  would  prefer  to  live  in  a 
warmer  climate,  avoid  the  big  city  schools, 
traffic  and  practice  problems ; contact  this 
multi-specialty  group,  located  in  a city  of 
100,000  people  in  North  Central  Texas. 
Specialists  in  Internal  Medicine,  Family 
Practice,  Pediatrics,  General  and  Ortho- 
pedic Surgery  are  needed  to  complement 
the  current  staff  of  twenty-one  full  time 
physicians. 

Contact  James  M.  Missler,  Adm. 
Wichita  Falls  Clinic-Hospital, 

1300  Eighth, 

Wichita  Falls,  Texas  76301 


ANNUAL  OTOLARYNGOLOGIC 
ASSEMBLY 

October  20  through  26,  1973 

THE  ANNUAL  OTOLARYNGOLOGIC  AS- 
SEMBLY OF  1973  will  be  held  October  20 
through  26,  1973,  in  the  Eye  and  Ear  Infirm- 
ary of  the  University  of  Illinois  Hospital.  The 
Department  of  Otolaryngology  of  the  Abraham 
Lincoln  School  of  Medicine,  University  of  Illi- 
nois at  the  Medical  Center,  offers  a condensed 
basic  and  clinical  program  for  practicing  oto- 
laryngologists under  the  direction  of  Emanuel 
M.  Skolnik,  M.D.,  with  Burton  J.  Soboroff, 
M.D.,  as  co-chairman.  This  program  is  de- 
signed to  bring  to  specialists  current  informa- 
tion in  medical  and  surgical  otorhinolaryn- 
gology. 


Sioux  Falls,  South  Dakota  57104 

* ★ * * 

JULY  19  7 3 


Interested  otolaryngologists  should  direct  their 
inquiries  to  this  mailing  address: 

OTOLARYNGOLOGY 
P.O.  Box  6998 
Chicago,  IL  60680 
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FOURTH  ANNUAL  MEETING 
ON  ANTIBIOTICS  AND 
INFECTION 

The  fourth  Annual  Meeting  on  Antibiotics 
and  Infection  will  be  held  at  the  Universi- 
ty of  Iowa  on  Thursday,  Friday,  and  Sat- 
urday, October  11,  12,  and  13.  There  will 
be  speakers  from  the  University  of  Iowa 
Faculty,  and  six  guest  speakers:  Dr.  Saul 
Krugman  of  New  York  University;  Dr. 
Gerald  L.  Mandell  of  University  of  Vir- 
ginia Medical  School ; Dr.  Sergio  Rabin- 
ovich of  the  University  of  Southern  Illi- 
nois ; Dr.  Jack  S.  Remington  of  Stanford 
University  School  of  Medicine ; Dr.  John 
A.  Washington  II  of  the  Mayo  Clinic  Med- 
ical School,  and  Dr.  Arthur  C.  White  of 
Indiana  University  School  of  Medicine. 
Inquiries  should  be  made  to: 

Dr.  Ian  M.  Smith, 

Department  of  Internal  Medicine, 
University  Hospitals, 

Iowa  City,  Iowa  52242 


INTERNATIONAL  CONFERENCE  ON 
ENVIRONMENTAL  HEALTH 

Date:  October  23-26,  1973 

Place:  Primosten,  Yugoslavia 

Sponsored  By:  Union  of  Medical  Societies  of 
Yugoslavia  with  cooperation  of 
the  AMA  and  the  World  Medi- 
cal Association 

Charter  flight  will  leave  Chicago  on  October 
20  and  return  on  November  6.  Additional  in- 
formation may  be  obtained  by  contacting: 

Transportation  Section 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  IL  60610 


ammo  boots 


#702  ARENA  KING 

Saddle  Tan  veal  foot 
and  12"  top.  Brown 
alligator  lizard  toe 
and  heel  caps.  Nar- 
row round  toe.  Eight- 
row  stitching. 


AT  YOUR 
LOCAL  DEALER 
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Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


300115 


Everytxxly  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling,  v 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  w hat  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished  its  therapeutic  task.  In 
j!  general,  w hen  dosage  guidelines 
are  followed,  Valium  is  well 
i tolerated  (see  Dosage).  For  con- 
' venience  it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  mav  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug.) 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: ) 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-lv-Dose®  packages  of  1000. 


\alium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Transactions  of  the 
South  Dakota  Medical  Association 
Ninety-Second  Annual  Meeting 
June  8,  9,  10,  1973 


1973-1974  OFFICERS 
President 

T.  H.  Sattler,  M.D. Yankton 

President-Elect 

R.  E.  Van  Demark,  M.D. Sioux  Falls 

Vice-President 

G.  E.  Tracy,  M.D.  Watertown 

Secretary-Treasurer  (1976) 

A.  P.  Reding,  M.D.  Marion 

AMA  Delegate  (1974) 

R.  H.  Quinn,  M.D. Sioux  Falls 

AMA  Alternate  Delegate  (1974) 

J.  -J.  Stransky,  M.D.  Watertown 

Chairman  of  the  Council 

Fred  Leigh,  M.D.  Huron 

Speaker  of  the  House 

John  B.  Gregg,  M.D. Sioux  Falls 

Councilor  at  Large 

W.  R.  Taylor,  M.D. Aberdeen 

COUNCILORS 
First  District  (Aberdeen) 

David  Seaman,  M.D.  (1974)  Aberdeen 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1974)  __ Watertown 
Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1975)  __  Brookings 

Fourth  District  (Pierre) 

C.  L.  Swanson,  M.D.  (1974)  Pierre 

Fifth  District  (Huron) 

Fred  Leigh,  M.D.  (1975) Huron 

Sixth  District  (Mitchell) 

Harvard  Lewis,  M.D.  (1975)  Mitchell 

Seventh  District  (Sioux  Falls) 

B.  J.  Begley,  M.D.  (1975) Sioux  Falls 

Eighth  District  (Yankton) 

Duane  Reaney,  M.D.  (1974)  Yankton 

Ninth  District  (Rapid  City) 

T.  E.  Mead,  M.D.  (1976)  Spearfish 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  M.D.  (1976)  Gregory 


Eleventh  District  (Northwest) 


James  Ryan,  M.D.  (1976)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Eldon  Bell,  M.D.  (1976)  _ Milbank 


1973-1971  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

R.  G.  Gere,  M.D.,  Chairman  (1976)  Mitchell 
A.  A.  Lampert,  M.D.  (1976)  Rapid  City 
R.  B.  Henry,  M.D.  (1976)  Brookings 
M.  R.  Cosand,  M.D.  (1976)  Winner 
R.  R.  Lawrence,  M.D.  (1976)  Mobridge 

V.  Janavs,  M.D.  (1975)  Milbank 

K.  Zvejnieks,  M.D.  (1975)  Aberdeen 
Russell  Harris,  M.D.  (1975)  Rapid  City 
R.  J.  Foley,  M.D.  (1975)  Tyndall 

R.  W.  Honke,  M.D.  (1975)  Wagner 

C.  J.  Clark,  M.D.  (1974)  Watertown 
James  Monfore,  M.D.  (1974)  Miller 
Robert  Hayes,  M.D.  (1974)  Pierre 
Bill  Church,  M.D.  (1974)  Sioux  Falls 
Richard  Tschetter,  M.D.  (1974)  Sioux  Falls 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

J.  F.  Barlow,  M.D.,  Chairman  (1976)  Sioux  Falls 
Warren  Golliher,  M.D.  (1976)  Spearfish 
T.  A.  Hohm,  M.D.  (1976)  Huron 
Kenneth  Muckala,  M.D.  (1976)  Vermillion 

S.  M.  Doubrava,  M.D.  (1976)  Yankton 

R.  E.  Van  Demark,  M.D.  (1976)  Sioux  Falls 
James  Shaeffer,  M.D.  (1975)  Sioux  Falls 

D.  N.  Fedt,  M.D.  (1975)  Watertown 
C.  B.  Gwinn,  M.D.  (1975)  Rapid  City 
Charles  Loos,  M.D.  (1975)  Chamberlain 
R.  E.  Shaskey,  M.D.  (1975)  Brookings 
C.  R.  Stoltz,  M.D.  (1974)  Watertown 

W.  0.  Hanson,  M.D.  (1974)  Huron 
Loren  Amundson,  M.D.  (1974)  Sioux  Falls 
Mary  Sanders,  M.D.  (1974)  Aberdeen 

H.  J.  Stensrud,  M.D.  (1974)  Madison 


COMMISSION  ON  MEDICAL  SERVICE 

B.  C.  Gerber,  M.D.,  Chairman  (1976)  Aberdeen 

Curtis  Wait,  M.D.  (1976)  Brookings 

Anton  Petres,  M.D.  (1976)  Salem 

Jack  Berry,  M.D.  (1976)  Mitchell 

John  Hoskins,  M.D.  (1976)  Sioux  Falls 

W.  B.  Odland,  M.D.  (1975)  Aberdeen 

Warren  Jones,  M.D.  (1975)  Sioux  Falls 

Robert  K.  Johnson,  M.D.  (1975)  Rapid  City 

Guy  Tam,  M.D.  (1975)  Sioux  Falls 

Howard  Saylor,  M.D.  (1975)  Huron 

David  Holzwarth,  M.D.  (1974)  Yankton 

R.  F.  Hubner,  M.D.  (1974)  Yankton 

J.  0.  Mabee,  M.D.  (1974)  Mitchell 

Dale  Berkebile,  M.D.  (1974)  Rapid  City 

J.  A.  Rud,  M.D.  (1974)  Watertown 
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COMMISSION  ON  SCIENTIFIC  MEDICINE 

H.  Phil  Gross,  M.D.,  Chairman  (1976)  Sioux  Falls 
J.  C.  Larson,  M.D.  (1976)  Watertown 
E.  J.  Perry,  M.D.  (1976)  Aberdeen 

B.  T.  Otey,  M.D.  (1976)  Flandreau 

R.  E.  Gunnarson,  M.D.  (1976)  Sioux  Falls 

C.  E.  Tesar,  M.D.  (1975)  Rapid  City 
G.  Robert  Bell,  M.D.  (1975)  De  Smet 
R.  J.  Zakahi,  M.D.  (1975)  Pierre 
Joseph  Kass,  M.D.  (1975)  Rosholt 

R.  B.  Leander,  M.D.  (1975)  Sioux  Falls 
Juan  Chavier,  M.D.  (1974)  Aberdeen 
T.  A.  Angelos,  M.D.  (1974)  Canton 
R.  R.  Thornton,  M.D.  (1974)  Yankton 
W.  J.  Kovarik,  M.D.  (1974)  Rapid  City 
E.  A.  Sehabauer,  M.D.  (1974)  Mitchell 

GRIEVANCE  COMMITTEE 

J.  T.  Elston,  M.D.  (1974)  Rapid  City 
R.  H.  Quinn,  M.D.  (1975)  Sioux  Falls 
.J.  A.  Mug'g'ly,  M.D.  (1976)  Madison 

G.  R.  Bartron,  M.D.  (1977)  Watertown 
W.  R.  Taylor,  M.D.  (1978)  Aberdeen 

UTILIZATION  AND  INSURANCE  REVIEW 
COMMITTEE 

H.  Russell  Brown,  M.D.,  Chairman,  Watertown 
Harvard  Lewis,  M.D.,  Mitchell 

E.  S. ' Palmerton,  M.D.,  Rapid  City 
W.  O.  Rossing,  M.D.,  Sioux  Falls 
Karl  Kosse,  M.D.,  Aberdeen 
E.  F.  Kalda,  M.D.,  Platte 
H.  H.  Theissen,  M.D.,  Rapid  City 
Michael  Rost,  M.D.,  Sioux  Falls 

STATE  JOINT  PRACTICE  COMMISSION 

R.  H.  Hayes,  M.D.,  Pierre 
R.  C.  Jahraus,  M.D.,  Pierre 
Durward  Lang,  M.D.,  Sioux  Falls 
Roscoe  Dean,  M.D.,  Wessington  Springs 

MEDICAL  EDUCATION  STUDY  COMMITTEE 

B.  C.  Gerber,  M.D.,  Chairman,  Aberdeen 

B.  J.  Begley,  M.D.,  Sioux  Falls 

C.  B.  McVay,  M.D.,  Yankton 
G.  E.  Tracy,  M.D.,  Watertown 
C.  F.  Gryte,  M.D.,  Huron 

J.  E.  Ryan,  M.D.,  Mobridge 
G.  R.  Bartron,  M.D.,  Watertown 
R.  Bareis,  M.D.,  Rapid  City 


REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMITTEE 

The  Committee  met  at  9:00  a.m.  on  Saturday,  June 
8,  at  the  Howard  Johnson  Motor  Lodge  in  Rapid  City. 
Present  were  Drs.  A.  P.  Reding  and  Kenneth  Muckala. 
Also  in  attendance  were  Robert  Johnson,  Patty  Butler, 
R.  E.  Van  Demark,  M.D.  and  James  Shaeffer,  M.D. 

The  Committee  reviewed  the  year-end  financial 
statement  for  the  past  fiscal  year. 

Dr.  Muckala  moved  that  the  Committee  recommend 
to  the  Council  that  a five  dollar  subscription  fee  be 
made  to  the  membershin  of  the  South  Dakota  State 
Medical  Association  for  the  SOUTH  DAKOTA  JOURN- 
AL OF  MEDICINE,  and  that  this  amount  be  included 
in  the  dues  which  are  payable  each  year.  The  motion 
was  seconded  by  Dr.  Reding  and  carried. 

Dr.  Reding  moved  that  the  CPA  audit  be  accepted 
as  prepared  by  Broeker  Hendrickson  & Company.  The 
motion  was  seconded  and  carried. 

The  meeting  was  adjourned  at  10:30  a.m. 


COUNCIL  MEETING  MINUTES 
7:00  P.M.  Howard  Johnson  Motor  Lodge 

Thursday,  June  7,  1973  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  Leigh,  Chair- 
man of  the  Council.  Those  present  for  roll  call 


were:  Doctors  W.  R.  Taylor,  T.  H.  Sattler,  R.  E.  Van 
Demark,  A.  P.  Reding,  R.  H.  Quinn,  J.  J.  Stransky, 
Fred  Leigh,  J.  T.  Elston,  G.  R.  Bartron,  David  Seaman, 
G.  E.  Tracy,  Bruce  Lushbough,  C.  L.  Swanson,  Harvard 
Lewis,  B.  j.  Begley,  Duane  Reaney,  T.  E.  Mead,  M.  R. 
Cosand,  James  Ryan,  Eldon  Bell  and  Commission  Chair- 
men, J.  B.  Gregg,  M.D.  and  E.  H.  Heinrichs,  M.D. 
Guests  in  attendance  included  Mr.  Richard  C.  Erickson, 
C.  A.  Johnson,  M.D.,  J.  A.  Muggly,  M.D.,  John  Chen- 
ault,  M.D.,  Mr.  Neil  Sutherland,  Karl  Wegner,  M.D. 
and  Warren  Jones,  M.D. 

Dr.  Begley  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as 
they  have  been  distributed  to  the  members  of  the 
Council.  The  motion  was  seconded  by  Dr.  Elston  and 
carried. 

Dr.  Quinn  introduced  Dr.  John  Chenault  who  is  a 
member  of  the  Board  of  Trustees  of  the  American 
Medical  Association.  Dr.  Chenault  offered  his  as- 
sistance to  the  members  of  the  State  Medical  Associa- 
tion in  explaining  and  clarifying  policies  and  positions 
of  the  AMA  on  any  matters  which  may  arise  during 
the  annual  meeting. 

Mr.  Richard  Erickson,  Executive  Director  of  South 
Dakota  Blue  Shield,  addressed  the  Council  concerning 
the  Medical  Association  building  as  it  affects  South 
Dakota  Blue  Shield.  He  stated  that  due  to  the  increase 
in  claims’  volume  for  Medicare  caused  by  the  inclusion 
of  the  disabled  and  chiropractic  services  under  this 
program,  additional  staff  will  be  necessary  and  the 
present  building  structure  is  not  adequate  to  house 
these  additional  staff  members.  Dr.  Bartron  moved 
that  a committee  of  the  State  Medical  Association  and 
a committee  of  the  Blue  Shield  Board  be  appointed 
to  make  specific  recommendations  to  the  Council  con- 
cerning the  Association  building  and  its  prospective 
use.  The  motion  was  seconded  by  Dr.  Sattler  and 
carried. 

Dr.  Van  Demark  reported  on  the  medical-legal  situa- 
tion with  regard  to  the  increased  number  of  law  suits 
in  the  state  which  are  unfounded.  He  stated  that  sev- 
eral states  have  initiated  a plan  whereby  the  Bar  As- 
sociation and  the  Medical  Association  have  established 
a board  which  reviews  cases  prior  to  suit  action  and 
makes  a recommendation  which  is  binding.  He  stated 
that  the  local  Sioux  Falls  attorneys  have  suggested  that 
a similar  proposal  be  instigated  on  a local  basis.  Dr. 
Bell  moved  that  the  Council  give  this  joint  board  of 
the  Bar  Association  and  the  State  Medical  Association 
recognition  and  encourage  Dr.  Van  Demark  to  proceed 
with  establishing  such  a board  and  that  a report  be 
submitted  to  the  Council  when  such  board  is  estab- 
lished. The  motion  was  seconded  by  Dr.  Elston  and 
carried. 

Dr.  C.  A.  Johnson  of  Lemmon  reported  on  a pro- 
posed state-wide  physician  recruiting  program  for 
South  Dakota.  The  proposed  program  would  be  a 
satelite  of  the  Greater  South  Dakota  Association  and 
would  entail  the  support  of  numerous  small  com- 
munities throughout  South  Dakota  which  are  in  need 
of  doctors.  These  communities  would  donate  money 
to  be  used  in  a mass  advertising  program  to  sell  South 
Dakota  as  an  attractive  place  for  physicians  to  locate. 
Dr.  Taylor  moved  that  the  Association  sanction  the 
program  for  physician  recruitment  through  the  Great- 
er South  Dakota  Association.  The  motion  was  seconded 
by  Dr.  Seaman.  Dr.  Begley  amended  the  motion  to 
state  that  the  Medical  Association  carry  on  a liaison 
with  the  Greater  South  Dakota  Association  regarding 
further  clarification  of  the  advantages  of  a degree 
granting  medical  school  for  South  Dakota.  The  amend- 
ment was  seconded  by  Dr.  Tracy  and  carried.  The  mo- 
tion as  amended  was  voted  on  and  carried. 

The  Council  considered  recommendations  for  ap- 
pointment to  AMA  Councils  and  Committees.  Dr.  Lush- 
bough moved  that  the  State  Medical  Association 
recommend  the  appointment  of  Dr.  W.  F.  Stanage  of 
Yankton  to  the  Committee  on  Maternal  and  Child 
Care  and  Dr.  G.  E.  Tracy  of  Watertown  to  the  Com- 
mittee on  Medical  Aspects  of  Sports.  The  motion  was 
seconded  by  Dr.  Bartron  and  carried. 

The  Council  considered  the  appointment  of  physi- 
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cians  to  serve  on  the  SoDaPAC  Board  of  Directors. 
Dr.  Bartron  nominated  Dr.  Marion  Cosand  to  serve 
on  the  Board  representing  the  Rosebud  District.  The 
nomination  was  seconded  by  Dr.  Bell  and  carried.  Dr. 
Elston  moved  that  the  following-  physicians  be  ap- 
pointed to  the  SoDaPAC  Board  of  Directors:  Howard 
Wold,  M.D.;  T.  J.  Wrage,  M.D.;  Bill  Church,  M.D.; 
N.  R.  Whitney,  M.D.;  James  Ryan,  M.D.;  J.  T.  Elston, 
M.D.;  L.  F.  Nelson,  M.D.;  L.  E.  Savage,  M.D.;  W.  R. 
Taylor,  M.D.;  M.  R.  Cosand,  M.D.;  R.  J.  Zakahi,  M.D.; 
B.  T.  Lenz,  M.D.  and  Jack  Berry,  M.D.  The  motion 
was  seconded  by  Dr.  Reding  and  carried. 

The  Council  considered  a communication  from  the 
AMA  suggesting  that  the  State  Medical  Association 
sponsor  an  intern  or  resident  to  AMA  meetings.  Dr. 
Reaney  moved  that  the  State  Association  at  this  par- 
ticular time  not  accede  to  the  request  to  sponsor  an 
intern  or  resident  to  the  AMA  convention.  The  motion 
was  seconded  by  Dr.  Begley  and  carried.  Dr.  Sattler 
moved  that  the  State  Association  encourage  the  spon- 
soring agencies  of  internships  and  residencies  in  South 
Dakota  to  consider  sponsoring  one  of  their  member 
interns  or  residents  to  attend  the  AMA  conventions. 
The  motion  was  seconded  by  Dr.  Stransky  and  carried. 

The  Council  considered  the  appointment  of  Mr. 
Robert  Johnson  to  the  Advisory  Committee  of  the 
RMP-CHP.  Dr.  Lewis  moved  that  the  Council  re- 
appoint Mr.  Johnson  to  the  Advisory  Committee  of 
the  RMP-CHP.  The  motion  was  seconded  by  Dr. 
Cosand  and  carried. 

Mr.  Johnson  discussed  travel  insurance  covering  the 
Council  members  and  staff  and  stated  that  the  annual 
premiums  have  been  raised  considerably.  Dr.  Stransky 
moved  that  the  Association  continue  the  travel  in- 
surance coverage.  The  motion  was  seconded  by  Dr. 
Lewis  and  carried.  Dr.  Lushbough  moved  that  Mr. 
Johnson  be  directed  to  inform  the  insuring  companies 
that  this  coverage  is  to  be  continued  immediately  fol- 
lowing the  Council  meeting.  The  motion  was  seconded 
by  Dr.  Begley  and  carried. 

Dr.  Swanson  discussed  a proposed  screening  pro- 
gram for  children  ages  3-21  which  is  to  be  carried 
out  in  South  Dakota  by  the  Health  and  Welfare  De- 
partments. Dr.  Cosand  moved  that  the  State  Medical 
Association  go  on  record  as  opposing  the  use  of  R.N. 
or  R.N.  medical  assistants  or  other  medical  assistants 
as  being  examiners  for  this  screening  program  and 
that  it  should  be  qualified  licensed  physicians.  The 
motion  was  seconded  by  Dr.  Begley  and  carried. 

Dr.  Quinn  stated  that  he  has  heard  there  was  a 
recent  examination  of  physicians  assistants  in  the 
West  River  area,  and  he  requested  additional  informa- 
tion concerning  this.  Dr.  Bartron  moved  that  the  As- 
sociation subpeona  Dr.  Hayes  to  appear  at  the  next 
Council  meeting  to  be  held  on  Sunday,  June  10,  to  dis- 
cuss this  matter.  The  motion  was  seconded  by  Dr. 
Lushbough  and  carried. 

Dr.  Heinrichs  briefly  reported  for  the  Commission 
on  Scientific  Medicine.  He  stated  that  the  pre- 
registration for  the  annual  meeting  was  the  highest 
ever.  He  also  stated  that  if  the  Continuing  Medical 
Education  Plan  for  South  Dakota  is  adopted  by  the 
House  of  Delegates,  he  will  appear  at  the  Sunday 
Council  meeting  to  propose  names  to  the  Council  for 
appointment  to  the  Advisory  Committee. 

Dr.  Gregg  reported  briefly  for  the  Commission  on 
Legislation  and  Governmental  Relations.  He  spoke  on 
his  recent  teaching  assignment  and  the  attitudes  and 
ideas  of  the  medical  students  concerning  the  AMA, 
general  practice  and  medicine  as  a whole  in  the  fu- 
ture. 

Dr.  Leigh  reported  on  the  situation  in  Huron  con- 
cerning the  medical  staff  and  the  administration  of 
the  hospital.  He  stated  that  the  medical  staff  has  re- 
quested that  a restraining  order  be  placed  on  the  ad- 
ministration so  the  proposed  bylaw  changes  cannot 
become  effective  July  1. 

Dr.  Leigh  introduced  Dr.  Karl  Wegner  who  was 
recently  appointed  Dean  of  the  Medical  School  at  the 
University  of  South  Dakota.  Dr.  Wegner  stated  that 
President  Bowen  has  requested  that  he  submit  a 


proposed  curriculum  for  the  physician  assistant  pro- 
gram by  June  30,  and  he  requested  suggestions  for 
this  curriculum  from  the  physicians.  Dr.  Sattler  moved 
that  the  Council  go  on  record  as  stating  that  they 
feel  establishment  of  a physician  assistant  program 
curricula  would  be  inappropriate  at  this  time,  pri- 
marily because  South  Dakota  presently  has  a two- 
year  basic  science  school  and  that  a physician  assistant 
training  program  and  its  curricula  would  most  logical- 
ly be  encompassed  in  the  clinical  training  program  of 
a degree  granting  medical  school.  Also,  that  such  a 
program  be  considered  for  implementation  at  the  Uni- 
versity of  South  Dakota  Medical  School  when  adequate 
clinical  faculty  is  available,  and  that  the  Dean  of  the 
Medical  School  work  closely  in  evaluating  such  pos- 
sibility of  a physician  assistant  program  with  the  State 
Board  of  Medical  and  Osteopathic  Examiners.  The 
motion  was  seconded  by  Dr.  Lewis  and  carried. 

Dr.  Tracy  moved  that  the  Council  request  the  Com- 
mission on  Medical  Service  to  evaluate  the  current 
status  of  student  health  care  of  state  supported 
schools  of  higher  education  in  South  Dakota.  The  mo- 
tion was  seconded  by  Dr.  Cosand  and  carried. 

Mr.  Johnson  encouraged  the  physicians  to  attend 
the  TAP  Institute  to  be  held  June  16,  17  and  18,  spon- 
sored by  the  Hospital  Association  and  the  Medical  As- 
sociation, regarding  PSRO. 

Mr.  Johnson  stated  that  Dr.  Torkildson  of  McLaugh- 
lin is  ill  and  will  not  be  returning  to  practice  and 
requested  that  if  any  physicians  know  of  a doctor 
interested  in  locating  in  McLaughlin,  they  notify  him. 

Dr.  Heinrichs  announced  a luncheon  to  be  held  on 
Saturday  at  which  time  Dr.  Shapiro  will  discuss  the 
kidney  program  for  South  Dakota. 

Dr.  Taylor  announced  a SoDaPAC  Board  of  Direc- 
tors breakfast  to  be  held  at  8:00  a.m.  Friday  morning. 

Mr.  Johnson  discussed  government  reorganization 
as  it  affects  the  State  Board  of  Medical  and  Osteo- 
pathic Examiners.  Dr.  Reaney  moved  that  the  State 
Medical  Association  oppose  the  reorganization  of  this 
Board.  The  motion  was  seconded  by  Dr.  Seaman.  Dr. 
Sattler  moved  to  amend  the  motion  to  state  that  the 
Association  express  concern  regarding  the  adminis- 
tration of  this  Board  under  government  reorganization 
and  further  support  the  Board  in  an  enjoining  action 
if  this  action  is  determined  necessary  by  the  Board. 
The  amendment  was  seconded  by  Dr.  Bell  and  car- 
ried. The  motion  as  amended  was  carried. 

The  meeting  adjourned  at  10:00  p.m. 


SECOND  COUNCIL  MEETING 
MINUTES 

3:00  p.m.  Howard  Johnson  Motor  Lodge 

Sunday,  June  10,  1973  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  Leigh,  Chair- 
man of  the  Council. 

Those  present  for  roll  call  were  Doctors  Sattler,  Van 
Demark,  Tracy,  Reding,  Quinn,  Stransky,  Leigh,  Gregg, 
Taylor,  Seaman,  Bartron,  Lushbough,  Swanson,  Lewis, 
Begley,  Reaney,  Mead,  Nemer,  Ryan  and  Commission 
Chairman,  Dr.  Heinrichs. 

Dr.  Reaney  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as  they 
will  be  published.  The  motion  was  seconded  by  Dr. 
Lewis  and  carried. 

Dr.  Begley  moved  that  the  Council  cast  a unani- 
mous ballot  for  Dr.  Fred  Leigh  to  serve  as  Chairman 
of  the  Council  for  the  coming  year.  The  motion  was 
seconded  by  Dr.  Taylor  and  carried. 

Dr.  Tracy  moved  that  the  Council  cast  a unanimous 
ballot  for  Dr.  G.  R.  Bartron  to  serve  as  Councilor  from 
the  Watertown  District  to  complete  the  unexpired 
term  of  Dr.  Tracy.  The  motion  was  seconded  by  Dr. 
Stransky  and  carried. 

Dr.  Reaney  moved  that  the  Council  cast  a unani- 
mous ballot  for  Dr.  A.  P.  Reding  to  serve  as  Secre- 
tary-Treasurer. The  motion  was  seconded  by  Dr.  Van 
Demark  and  carried. 

Dr.  Hayes  reported  on  the  proposed  periodic  screen- 
ing program  of  the  Welfare  Department  for  the 
Councilors’  information.  Dr.  Tracy  reported  that  Dr. 
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Warren  Anderson,  on  behalf  of  the  South  Dakota 
Pediatric  Society,  has  contacted  Mr.  Erv  Schumacher 
and  is  knowledgable  of  this  proposed  program  which 
must  be  implemented  by  July  1,  1973.  Dr.  Tracy  moved 
that  the  Council  authorize  Dr.  Warren  Anderson  and 
the  South  Dakota  Chapter  of  the  American  Academy 
of  Pediatrics  to  work  on  behalf  of  the  Association’s 
best  interest  and  to  take  whatever  action  necessary  to 
negotiate  for  the  periodic  screening-  program  utilizing 
presently  practicing  physicians.  The  motion  was  sec- 
onded by  Dr.  Begley.  Dr.  Stransky  moved  that  the 
motion  be  amended  to  state  that  Dr.  G.  E.  Tracy  and 
Dr.  E.  H.  Heinrichs  be  appointed  to  work  with  Dr. 
Anderson  in  negotiations  with  the  Welfare  Depart- 
ment. The  motion  was  seconded  by  Dr.  Reaney  and 
carried.  The  motion  as  amended  was  passed.  Dr.  Swan- 
son moved  that  the  executive  office  contact  the  Wel- 
fare Department  and  request  that  the  Welfare  De- 
partment work  with  the  Association’s  Liaison  Com- 
mittee on  such  projects  as  the  screening  program.  The 
motion  was  seconded  by  Dr.  Reaney  and  carried. 

Dr.  Hayes  explained  the  procedure  followed  by  the 
State  Health  Department  regarding-  the  examining  of 
the  physicians’  assistants  under  the  pilot  project.  He 
indicated  that  evaluation  data  is  being  compiled  and 
this  will  be  submitted  to  the  South  Dakota  State  Board 
of  Medical  and  Osteopathic  Examiners  for  their  con- 
sideration and  action. 

The  Council  briefly  discussed  the  request  Dr.  Weg- 
ner received  through  Dr.  Bowen  from  Dr.  Nickerson 
regarding  the  establishment  of  a curricula  for  the 
physicians’  assistant  program. 

Mr.  Johnson  read  the  report  of  the  Budget  and  Audit 
Committee.  Dr.  Begley  moved  that  the  Council  accept 
the  Report  of  the  Budget  and  Audit  Committee  and 
refer  it  to  the  Commission  on  Internal  Affairs.  The 
motion  was  seconded  by  Dr.  Mead  and  carried. 

Mr.  Johnson  read  the  report  of  the  State  Joint  Prac- 
tice Committee.  Dr.  Tracy  moved  that  the  Council  ac- 
cept this  report.  The  motion  was  seconded  by  Dr. 
Taylor  and  carried. 

Mr.  Johnson  read  a letter  from  Mrs.  Lewis  thank- 
ing the  Council  for  its  action  which  would  give  the 
Auxiliary  credit  for  all  AMA-ERF  donations  from 
South  Dakota. 

Dr.  Sattler  reported  that  the  Blue  Shield  Board  of 
Directors  appointed  a committee  to  work  with  the 
Association  Committee  regarding  the  future  of  the 
Association  building.  Dr.  Quinn  moved  that  the  Ex- 
ecutive Committee  be  designated  as  the  Committee  to 
work  with  the  Blue  Shield  Committee  regarding  the 
Association  building.  The  motion  was  seconded  by  Dr. 
Lewis  and  carried. 

Dr.  Heinrichs  suggested  that  the  following  be  ap- 
pointed to  serve  on  the  Committee  on  Continuing  Ed- 
ucation: 1 year  - R.  R.  Thornton,  M.D.,  R.  R.  Lawr- 
ence, M.D.;  2 years  - E.  H.  Heinrichs,  M.D.,  R.  C.  Fin- 
ley, M.D.;  3 years  - T.  Angelos,  M.D.,  R.  S.  Westaby, 
M.D.;  4 years  - Warren  Jones,  M.D.,  Layne  Carson; 
5 years  - J.  A.  Kovarik,  M.D.,  Lloyd  Vogelgesang, 
M.D.  Dr.  Ryan  moved  that  the  Council  accept  the  Com- 
mittee on  Continuing  Medical  Education  as  presented. 
The  motion  was  seconded  by  Dr.  Sattler  and  carried. 
The  meeting  adjourned  at  4:15  p.m. 

FIRST  HOUSE  OF  DELEGATES  MEETING 
1:00  p.m.  Howard  Johnson  Motor  Lodge 

Friday,  June  8,  1973  Rapid  City,  South  Dakota 

The  First  meeting  of  the  House  of  Delegates  of  the 
South  Dakota  State  Medical  Association  was  called 
to  order  at  1:00  p.m.  on  Friday,  June  8,  1973,  at  the 
Howard  Johnson  Motor  Lodge,  Rapid  City,  by  John 
T.  Elston,  M.D.,  Speaker  of  the  House. 

The  following  physicians  were  present  for  roll  call: 
Drs.  W.  R.  Taylor,  T.  H.  Sattler,  R.  E.  VanDemark, 
A.  P.  Reding,  J.  T.  Elston,  Robert  H.  Quinn,  J.  J. 
Stransky,  G.  R.  Bartron,  David  Seaman,  G.  E.  Tracy, 
Bruce  Lushbough,  C.  L.  Swanson,  Fred  Leigh,  Harvard 
Lewis,  B.  J.  Begley,  Duane  Reaney,  T.  E.  Mead,  M.  R. 
Cosand,  Eldon  Bell,  B.  C.  Gerber,  Granville  Steele,  Al- 
fred Shousha,  Parry  Nelson,  D.  N.  Fedt,  R.  E.  Shas- 


key,  R.  C.  Jahraus,  Louis  Karlen,  C.  F.  Gryte,  J.  0. 
Mabee,  R.  G.  Gere,  D.  G.  Ortmeier,  James  Shaeffer, 
Karl  Wegner,  Durward  M.  Lang,  John  B.  Gregg,  Ed- 
ward Farkas,  R.  E.  Gunnarson,  R.  W.  Honke,  K. 
Muckala,  Kenneth  Halverson,  A.  J.  Barrett,  R.  H.  Har- 
ris, M.  Langenfeld,  W.  J.  Mattson,  R.  G.  Nemer,  R.  R. 
Lawrence,  E.  A.  Johnson  and  student  representative 
Jeff  Slingsby.  Dr.  Swanson  moved  to  dispense  with 
the  reading  of  the  minutes  of  the  previous  meeting 
inasmuch  as  they  have  been  published  in  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE.  The  motion 
was  seconded  and  carried. 

Dr.  Elston  announced  the  appointees  to  the  Nom- 
inating Committee  which  were  made  by  Dr.  William 
Taylor,  president  of  the  Association.  They  are  as 
follows: 


District 

District 

District 

District 

District 

District 

District 

District 

District 

District 

District 

District 


#1  B.  C.  Gerber,  M.D. 

#2  D.  N.  Fedt,  M.D. 

#3  Bruce  Lushbough,  M.D. 

#4  C.  L.  Swanson,  M.D. 

#5  L.  W.  Karlen,  M.D. 

#6  R.  G.  Gere,  M.D. 

#7  D.  G.  Ortmeier,  M.D.,  Chairman 
#8  R.  J.  Foley,  M.D. 

#9  R.  H.  Harris,  M.D. 

#10  R.  G.  Nemer,  M.D. 

#11  R.  R.  Lawrence,  M.D. 

#12  Eldon  Bell,  M.D. 


Dr.  Elston  announced  the  names  of  physicians  who 
had  been  appointed  to  the  other  reference  committees. 
These  committees  are  appointed  by  the  Speaker  of 
the  House  and  all  physicians  so  appointed  were  noti- 
fied by  mail  of  their  appointment. 

Reference  Committee  on  Credentials,  Resolutions  and 
Memorials,  and  Reports  of  Officers  and  Councilors 
Granville  Steele,  M.D.,  Chairman 
R.  C.  Jahraus,  M.D. 

F.  X.  McCabe,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Internal  Affairs,  Legislation  and  Gov- 
ernmental Relations 

J.  O.  Mabee,  M.D.,  Chairman 
John  Gregg,  M.D. 

R.  D.  Bloemendaal,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine,  Communications  and  Liaison 
Karl  Wegner,  M.D.,  Chairman 
Parry  Nelson,  M.D. 

C.  F.  Gryte,  M.D. 

Reference  Committee  on  Reports  of  Special  Commit- 
tees and  Miscellaneous  Business 
R.  E.  Shaskey,  M.D.,  Chairman 
James  Shaeffer,  M.D. 

M.  Langenfeld,  M.D. 

Dr.  Lewis  moved  that  the  reading  of  the  reports 
of  the  President,  President-Elect,  Vice  President,  Sec- 
retary-Treasurer, Delegate  and  Alternate  to  the  AMA, 
Executive  Secretary,  Speaker  of  the  House,  Councilor 
at  Large,  Chairman  of  the  Council  and  Councilors  be 
dispensed  with  inasmuch  as  they  have  been  published 
in  the  Delegates  Handbook.  The  motion  was  seconded 
and  carried. 

Dr.  Elston  asked  for  the  introduction  of  New  Busi- 
ness. Dr.  Russell  Harris  spoke  briefly  on  a recom- 
mendation of  the  Black  Hills  District  Medical  Society 
regarding  the  selection  of  Councilors  as  prescribed 
by  the  Bylaws. 

Dr.  Elston  then  referred  the  reports,  resolutions  and 
amendments  to  the  Bylaws  which  were  included  in  the 
Delegates  Handbook  to  the  various  reference  com- 
mittees. 

Resolution  #1  regarding  Cytogenetic  Coverage  by 
Blue  Shield,  submitted  by  the  Watertown  District  Med- 
ical Society  was  referred  to  the  Reference  Committee 
on  Medical'  Service,  Internal  Affairs  and  Legislation. 


RESOLUTION  #1 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Second  District  Medical  Society 

SUBJECT:  Cytogenetic  Coverage  by  Blue  Shield 
WHEREAS,  Genetics  and  Cytogenetics  have  become 
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of  increased  importance  to  medicine  in  general 
and  pediatrics  in  particular,  and 
WHEREAS,  we  have  now  a cytogenetic  laboratory  in 
operation  at  the  University  of  South  Dakota, 
School  of  Medicine,  and 

WHEREAS,  the  cost  for  a cytogenetic  analysis  is 
rather  high  for  many  patients,  who  then  prefer 
not  to  undergo  this  important  examination 
BE  IT  THEREFORE  RESOLVED,  that  the  Second 
District  Medical  Society  requests  the  House  of 
Delegates  to  ask  the  Corporate  Body  of  Blue  Shield 
to  include  the  expense  of  cytogenetic  analysis  in 
the  coverage  by  Blue  Shield  plans. 

(Adopted  - See  Second  House  of  Delegates  meeting) 
Resolution  #2  regarding  Continued  Support  of  De- 
gree-Granting Medical  School  Proposal  for  South  Da- 
kota, submitted  by  the  Yankton  District  Medical  Soci- 
ety was  referred  to  the  Reference  Committee  on  Re- 
ports of  Special  Committees  and  Miscellaneous  Busi- 
ness. 

RESOLUTION  #2 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Yankton  District  Medical  Society 

SUBJECT:  Continued  Support  of  Degree-Granting 
Medical  School  Proposal  for  South  Dakota 
BE  IT  RESOLVED  that  the  House  of  Delegates  en- 
courages, actively  participates  and  supports  the  South 
Dakota  State  Medical  Association  in  further  discus- 
sions and  efforts  in  pursuit  of  gaining  a degree-grant- 
ing Medical  School  at  the  University  of  South  Dakota. 
(Adopted  - See  Second  House  of  Delegates  Meeting) 
Resolution  #3  regarding  Support  of  the  Medicredit 
Bill,  submitted  by  the  Council  was  referred  to  the 
Reference  Committee  on  Reports  of  Special  Committees 
and  Miscellaneous  Business. 

RESOLUTION  #3 
TO.  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  The  Council 

SUBJECT:  Support  of  Medicredit 

WHEREAS,  There  is  increasing  concern  in  the  Con- 
gress and  by  the  public  about  the  enactment  of 
any  program  for  national  health  insurance;  and 
WHEREAS,  Many  proposals  for  national  health  insur- 
ance have  been  introduced  in  the  Congress;  and 
WHEREAS,  The  medical  profession  is  concerned  for 
the  continued  development  of  quality  medical  care 
and  for  the  availability  to  all  persons  of  insurance 
protection  providing  comprehensive  health  care 
benefits;  and 

WHERAS,  The  medical  profession  believes  that  any 
national  program  should  build  upon  the  strengths 
of  our  present  system  of  health  care  delivery, 
without  detrimental  and  radical  restructuring,  but 
offering  a variety  or  pluralistic  means  of  health 
care  delivery;  and 

WHEREAS,  One  bill  introduced  in  the  Congress  and 
known  as  Medicredit  (S.444  and  H.R.  2222),  for- 
mulated by  the  American  Medical  Association,  em- 
bodies beneficial  and  essential  principles  which 
should  be  embraced  within  a program  for  national 
health  insurance;  therefore  be  it 
RESOLVED,  That  the  South  Dakota  State  Medical 
Association  does  hereby  endorse  the  Medicredit 
program  and  does  further  recommend  that  the  fol- 
lowing basic  Medicredit  concepts  be  considered  in 
any  national  health  insurance; 

That  individuals  should  have  available  to  them  in- 
surance protection,  underwritten  by  risk  bearing- 
insurance  companies,  providing  comprehensive 
basic  health  protection  and  also  including  protec- 
tion against  the  catastrophic  costs  of  illness; 
That  pluralistic  means  of  health  care  delivery 
should  be  afforded,  with  the  individual  having  the 
freedom  of  receiving  care  from  qualified  providers 
of  his  choice; 

That  any  federal  funding  should  be  provided 
through  general  revenues,  with  government  subsi- 
dy or  assistance  related  to  the  individual’s  ability 
to  pay; 


That  cost  sharing  by  the  beneficiary,  while  foster- 
ing individual  responsibility,  should  be  reasonable 
and  not  act  to  prevent  access  to  health  care; 

That  insurance  policies  or  plans  be  qualified  by 
appropriate  governmental  regulatory  bodies;  and 
be  it  further 

RESOLVED,  That  this  Medicredit  endorsement  and 
support  for  basic  Medicredit  principles  be  com- 
municated to  appropriate  members  of  the  Congress 
including  members  of  the  House  Ways  and  Means 
Committee  and  the  Senate  Committee  on  Finance 
as  well  as  to  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association. 

(Adopted  - See  Second  House  of  Delegates  Meeting) 
Resolution  #4  regarding  Professional  Standards  Re- 
view Organizations  submitted  by  the  Northwest  Dist- 
rict Medical  Society  was  referred  to  the  Reference 
Committee  on  Reports  of  Commissions  on  Medical 
Service,  Internal  Affairs  and  Legislation. 

RESOLUTION  #4 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  11th  District  Medical  Society 

SUBJECT:  PSRO  (Professional  Standards  Review  Or- 
ganization) 

WHEREAS,  Public  Law  92-603  (HR-1)  under  the 
Bennett  Amendment  forces  the  establishment  of 
Professional  Standards  Review  of  providers  of 
medical  services  by  Professional  Standards  Review 
Organizations  (PSRO),  and 
WHEREAS,  Such  forced  review  and  control  are  an 
interference  in  private  medical  practice  justified 
by  the  reason  that  federally  subsidized  health  care 
demands  federal  control,  and 
WHEREAS,  Another  reason  for  such  interference  is 
the  rising  cost  of  medical  care,  and 
WHEREAS,  The  actual  reason  for  rising  medical 
costs  are  inflation  and  increased  demand  for  medi- 
cal care,  and 

WHEREAS,  Such  review  and  control  will  do  nothing 
to  reduce  medical  costs  but  will  in  all  probability 
increase  costs  due  to  the  usual  bureaucratic  mon- 
strosity that  develops  associated  with  its  usual 
inept  administration,  and 

WHEREAS,  Such  review  and  control  would  be  disrup- 
tive to  the  patient-physician  relation,  and  deleteri- 
ous to  quality  medical  care,  and 
WHEREAS,  Physicians  do  not  need  more  harassment, 
probing,  stenographic  duties  and  governmental  in- 
terference, and 

W’HEREAS,  Such  interference  is  to  be  expected  where 
physicians  accept  federal  money  (Medicare,  Medic- 
aid), therefore 

BE  IT  RESOLVED,  That  the  South  Dakota  State  Med- 
ical Association  make  all  effort  to  oppose  peer  re- 
view by  political  and  governmental  force  and  that 
the  foundations  for  opposition  be  laid  by  encour- 
aging all  members  to  refuse  acceptance  of  as- 
signment from  all  third  parties  (Medicare,  Medic- 
aid, private  insurance,  etc.),  and 
BE  IT  FURTHER  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  reaffirm  the  traditional 
concept  that  peer  review  will  be  confined  to  ad- 
visory and  educational  efforts  that  do  not  com- 
promise the  traditional  physician-patient  relation- 
ship and  that  the  Association  inform  the  South 
Dakota  Congressional  Delegation  of  the  Associa- 
tion’s intention  to  limit  peer  review  to  this  concept. 
(Rejected  - See  Second  House  of  Delegates  Meeting) 
The  three  amendments  to  the  Bylaws  were  referred 
to  the  Reference  Committee  on  Reports  of  Commis- 
sions on  Medical  Service,  Internal  Affairs  and  Legis- 
lation. 

AMENDMENTS  TO  BYLAWS 
OF  THE 

SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

BE  IT  RESOLVED  by  the  House  of  Delegates  of  the 
South  Dakota  State  Medical  Association  that  the  By- 
laws of  the  said  Association  be  amended  by  deleting 
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the  material  in  double  parentheses,  and  adopting  the 
material  in  triple  parentheses,  as  follows: 

That  Article  IV,  Section  7,  be  amended  to  read  as  fol- 
lows: 

In  the  years  when  a councilor  is  to  be  elected  from 
a district,  that  district  shall,  in  advance  of  April  1st, 
select  three  (3)  of  its  members  to  be  recommended 
for  ( ( tbe ) ) (((each)))  office  of  councilor  from  its 

district  (((to  be  elected  in  that  year))).  The  list  shall 
be  sent  to  the  Secretary-Treasurer  of  the  Association 
at  least  thirty  (30)  days  before  the  Annual  Session,  and 
the  lists  shall  be  submitted  to  the  Nominating-  Com- 
mittee of  the  House  of  Delegates  upon  its  appoint- 
ment. 

That  Article  VII,  Section  1,  Subsection  a,  be  amended 
to  read  as  follows: 

a.  Designation  - The  officers  of  this  Association  shall 
be  the  President,  President-Elect,  Vice-President, 
Speaker  of  the  House  of  Delegates,  Secretary- 
Treasurer,  one  Councilor-at-Large  who  shall  be 
the  immediate  Past  President,  one  Councilor  (((for 
every  fifty  (50)  members  or  fraction  thereof))) 
from  each  component  society,  and  the  Delegate (s) 
and  Alternate(s)  to  the  American  Medical  Associ- 
ation. The  Council  may  employ  an  executive  secre- 
tary who  need  not  be  a physician  nor  a member  of 
the  Association  who  may  act  in  an  ex-officio  cap- 
acity at  the  direction  of  the  Secretary-Treasurer. 
That  Article  VII,  Section  1,  Subsection  c(5),  be 
amended  to  read  as  follows: 

(5)  ((One-third  of  the  members  of  the  Council  for  a 
term  of  three  years))  (((One  council  member  for 
a three  year  term  from  one-third  of  the  districts 
and  where  a district  has  more  than  one  member, 
only  one  such  member  shall  stand  for  election  in 
any  given  year,  provided  that  if  a district  has 
four  or  more  members,  more  than  one  may  then 
stand  for  election  in  such  a manner  to  provide 
for  staggered  election  of  equal  numbers  of  coun- 
cil members  from  any  one  district.))) 

That  Article  VII,  Section  1,  be  amended  by  adding 
thereto  a new  subsection  as  follows: 
e.  Initial  appointment  of  additional  council  mem- 
bers - in  districts  authorized  more  than  one  coun- 
cil member,  such  additional  members  shall  be  elec- 
ted to  initial  terms  of  three  years  or  less,  and 
thereafter  for  full  three  year  terms,  such  initial 
terms  to  be  determined  by  the  nominating  com- 
mittee of  the  House  of  Delegates,  based  upon  the 
length  of  term  remaining  for  present  councilors 
for  such  district  to  effectuate  the  provision  of 
staggered  years  of  election  set  forth  above  (Ar- 
ticle VII,  Section  c(5)). 

(Adopted  - See  Second  House  of  Delegates  Meeting) 

AMENDMENT  TO  BY-LAWS 
OF  THE 

SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

BE  IT  RESOLVED  by  the  House  of  Delegates  of 
the  South  Dakota  State  Medical  Association  that  the 
By-laws  of  said  Association  be  amended  as  follows: 
That  Article  IV,  Section  7,  be  amended  by  adding 
thereto  a new  paragraph  to  read  as  follows: 

In  addition  to,  and  concurrently  with,  the  sub- 
mission of  the  foregoing  recommendation  for 
councilors,  each  district  society  shall  submit  a 
list  of  three  (3)  of  its  members  to  be  recom- 
mended as  alternate  councilors  for  each  councilor 
to  be  elected  for  that  year.  Such  list  may  dupli- 
cate one  or  more  of  the  names  on  the  list  recom- 
mending councilors. 

That  Article  VII,  Section  1,  be  amended  by  adding 
thereto  a new  subsection,  as  follows: 

(f)  Alternate  councilors  - an  alternate  councilor 
shall  be  elected  for  each  councilor  elected  pursu- 
ant to  subsection  c(5)above,  which  alternate 
councilors  shall  also  be  considered  officers  of  the 
Association. 

That  Article  VII,  Section  2,  subsection  a,  be  amended 
by  adding  the  language  within  triple  parentheses  and 
deleting  the  language  within  double  parentheses  in  the 


following  sentence  contained  in  the  said  subsection: 
Whenever  a councilor’s  term  expires,  the  nomin- 
ating committee  shall  select  at  least  one  (1)  nom- 
inee for  the  office  of  councilor  from  each  district 
(((,and  at  least  one  (1)  nominee  for  the  office  of 
alternate  councilor  from  each  district,)))  from 
((the))  (((each)))  list  of  three  (3)  submitted 

by  each  component  district  society  (see  Article 
VI,  Section  7). 

That  Article  VIII  be  amended  by  adding  thereto  a 
new  section  as  follows: 

Section  5.  Alternate  Councilors 

Alternate  Councilors  shall  serve  with  the  same  powers, 
duties  and  responsibilities  as  councilors,  and  as  voting- 
members  of  the  council,  in  the  absence  of  the  coun- 
cilor to  whom  they  are  alternates.  In  district  societies 
with  more  than  one  councilor,  if  the  alternate  coun- 
cilor for  the  absent  councilor  is  unable  to  act,  another 
alternate  councilor  from  that  district  may  act  in  the 
stead  of  the  absent  councilor. 

(Adopted  - See  Second  House  of  Delegates  Meeting) 

AMENDMENTS  TO  THE  BY-LAWS 
OF  THE 

SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

BE  IT  RESOLVED  by  the  House  of  Delegates  of  the 
South  Dakota  State  Medical  Association  that  the  By- 
laws of  said  Association  be  amended  as  follows: 

That  Article  X,  Sections  1,  2,  and  3 be  rewritten  as 
follows: 

ARTICLE  X 
Commissions 
Section  1.  Commission  Categories 

There  shall  be  two  primary  categories  of  Commis- 
sions of  the  Association.  These  shall  be  standing  com- 
missions hereinafter  provided,  and  special  commis- 
sions as  authorized  in  Article  VI,  Section  8.  Said  com- 
missions shall  report  annually  to  the  House  of  Dele- 
gates. 

Section  2.  Standing  Commissions 
a:  Designation. 

The  standing  commissions  of  the  Association 
shall  be  as  follows: 

Commission  on  Medical  Service 
Commission  on  Scientific  Medicine 
Commission  on  Legislation  and  Governmental 
Relations 

Commission  on  Internal  Affairs,  Communications 
and  Liaison 
b:  Composition 

Unless  otherwise  provided  in  the  bylaws,  each  of 
the  commissions  shall  consist  of  fifteen  (15) 
members,  each  of  whom  shall  serve  for  a term 
of  three  (3)  years.  Five  members  of  each  of 
these  commissions  shall  be  appointed  annually  by 
the  President,  provided  that  at  the  next  annual 
session  five  members  of  each  of  the  foregoing- 
commissions  shall  be  appointed  for  a term  of 
three  years,  one  for  two  years.  The  President 
shall  be  an  ex-officio  member  of  each  commis- 
sion. If  a commission  member  manifests  a lack 
of  interest  in  commission  proceedings  and  fails 
to  attend  commission  meetings,  he  shall  be  auto- 
matically dropped  from  membership  on  that  com- 
mission and  the  President  may  appoint  a replace- 
ment to  complete  the  unexpired  term  thus  cre- 
ated. 

Section  3.  Duties  of  Commissioners 
a:  Medical  Service 

The  Commission  on  Medical  Service  shall  have 
jurisdiction  on  matters  relating  to  Medical  Edu- 
cation and  Hospitals;  Insurance,  including  Pro- 
grams, Prepayment  Plans,  Workmen’s  Compen- 
sation; Rural  Medical  Service;  Traffic  Safety; 
and  School  and  Public  Health, 
b:  Scientific  Medicine 

The  Commission  on  Scientific  Medicine  shall  de- 
termine the  character  and  scope  of  the  scientific 
proceedings  of  the  Association  for  each  session, 
subject  to  the  instructions  of  the  House  of  Dele- 
gates. Thirty  days  previous  to  each  annual  ses- 
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sion,  it  shall  prepare  and  issue  a program  an- 
nouncing the  order  in  which  papers  and  discus- 
sion shall  be  presented.  It  shall  inquire  into 
matters  relating  to  Scientific  Programs  and  Post- 
Graduate  Medical  Education  and  shall  have  juris- 
diction over  matters  of  acute  and  chronic  diseases 
of  a physical  and  mental  nature. 

c:  Communications,  Liaison  and  Internal  Affairs 
The  Commission  on  Communications,  Liaison  and 
Internal  Affairs  shall  have  jurisdiction  on  mat- 
ters relating  to  Radio  and  Television;  Press  Re- 
lations; Public  Relations;  Publications;  Physi- 
cians’ Placement  Service. 

The  commission  shall  inquire  and  act  on  matters 
relating  to  allied  health  personnel  and  shall  have 
jurisdiction  on  matters  of  Budget  and  Audit;  Con- 
stitution and  Bylaws;  Obituary  Records;  Mem- 
bership; and  Medical  Licensure. 

d:  Legislation  and  Governmental  Relations 

The  Commission  on  Legislation  and  Governmen- 
tal Relations  shall  inquire  and  appropriately  act 
on  all  National  and  State  Legislation  affecting 
the  public  health  or  the  medical  profession. 

e:  General  Procedure 

General  Procedures  of  operation  of  the  foregoing 
commissions  shall  be  set  forth  by  the  Commis- 
sions and  approved  by  the  Council. 

(Adopted  - See  Second  House  of  Delegates  Meeting) 

The  Report  of  the  PSRO  Committee  and  suggested 
Articles  of  Incorporation  for  a Medical  Foundation 
were  referred  to  the  Reference  Committee  on  Reports  of 
Commissions  on  Medical  Service,  Internal  Affairs  and 
Legislation. 

The  report  of  the  Advisory  Committee  on  Continu- 
ing Medical  Education  was  referred  to  the  Reference 
Committee  on  Reports  of  Commissions  on  Scientific 
Medicine  and  Communications  and  Liaison. 

Dr.  William  Taylor  spoke  briefly  to  the  House  of 
Delegates  on  the  future  goals  and  purposes  of  medi- 
cine. A film  from  the  American  Medical  Association 
was  shown. 

Dr.  Taylor  introduced  Dr.  John  Chenault,  a member 
of  the  American  Medical  Association’s  Board  of  Trus- 
tees, who  is  the  official  representative  of  the  AMA  at 
our  meeting.  Dr.  Chenault  spoke  to  the  House  of 
Delegates  on  the  role  of  the  American  Medical  Associ- 
ation. 

The  meeting  was  adjourned  at  2:45  p.m. 

SECOND  MEETING  OF  THE 
HOUSE  OF  DELEGATES 

Sunday,  June  10,  1973  Howard  Johnson  Motor  Lodge 
1:30  p.m.  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  J.  T.  Elston, 
M.D.,  Speaker  of  the  House. 

Present  for  roll  call  were  Doctors  Taylor,  Sattler, 
Van  Demark,  Reding,  Elston,  Quinn,  Stransky,  Sea- 
man, Tracy,  Lushbough,  Swanson,  Leigh,  Lewis,  Beg- 
ley, Reaney,  Mead,  Cosand,  Ryan,  Gerber,  Steele,  Nel- 
son, Fedt,  Klar,  Shaskey,  Jahraus,  Karlen,  Gryte,  Ma- 
bee.  Gere,  Ortmeier,  Shaeffer,  Wegner,  Lang,  Gregg, 
Farkas,  Jones,  Muckala,  Honke,  Halverson,  Bloemen- 
daal,  Harris,  Langenfeld,  Mattson,  Nemer,  Lawrence 
and  student  representative,  Mr.  Jeff  Slingsby. 

Dr.  Jahraus  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  meeting  inasmuch  as  they  will 
be  published.  The  motion  was  seconded  by  Dr.  Ort- 
meier and  carried. 

The  Speaker  of  the  House  introduced  Dr.  Karl  Weg- 
ner, Dean  of  the  Medical  School,  University  of  South 
Dakota,  who  discussed  the  present  status  of  the  medi- 
cal school  and  proposed  plans  for  the  future. 

The  report  of  the  Nominating  Committee  was  read 
by  Dr.  Denny  Ortmeier. 

REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Committee  considered  the  nominations  for  Coun- 
cilors from  Districts  9,  10,  11,  and  12.  The  following- 
nominees  are  presented  to  the  House  of  Delegates  for 
consideration. 

District  #9  Tom  Mead,  M.D. 


District  #10  R.  G.  Nemer,  M.D. 

District  #11  James  Ryan,  M.D. 

District  #12  Eldon  Bell,  M.D. 

The  Committee  nominates  the  following  for  officers 
of  the  South  Dakota  State  Medical  Association: 
President,  T.  H.  Sattler,  M.D. 

President-Elect,  R.  E.  Van  Demark,  M.D. 

Vice  President,  G.  E.  Tracy,  M.D. 

Speaker  of  the  House,  J.  B.  Gregg,  M.D. 

The  1974  annual  meeting  will  be  held  in  Aberdeen, 
South  Dakota;  the  1975  meeting  will  be  held  in  Sioux 
Falls;  and  the  1976  meeting  will  be  held  in  Rapid 
City.  These  sites  were  approved  by  the  House  of  Dele- 
gates at  the  1972  annual  meeting. 

Respectfully  submitted, 

NOMINATING  COMMITTEE 

Denny  Ortmeier,  M.D.,  Chairman 

B.  C.  Gerber,  M.D. 

D.  N.  Fedt,  M.D. 

Bruce  Lushbough,  M.D. 

C.  L.  Swanson,  M.D. 

L.  W.  Karlen,  M.D. 

R.  G.  Gere,  M.D. 

R.  J.  Foley,  M.D. 

R.  H.  Harris,  M.D. 

R.  G.  Nemer,  M.D. 

R.  R.  Lawrence,  M.D. 

Eldon  Bell,  M.D. 

Dr.  Nelson  moved  to  accept  the  recommendations  of 
the  Nominating  Committee  and  that  a unanimous  bal- 
lot be  cast  for  the  proposed  nominees.  The  motion 
was  seconded  by  Dr.  Lang  and  carried. 

The  report  of  the  Reference  Committee  on  Creden- 
tials, Resolutions  and  Reports  of  Officers  and  Coun- 
cilors was  read  by  Dr.  G.  Steele. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS  AND  REPORTS 
OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternates,  officers  and 
councilors  of  the  South  Dakota  State  Medical  Associ- 
ation were  present: 

Drs.  W.  R.  Taylor,  T.  H.  Sattler,  R.  E.  Van  Demark, 
A.  P.  Reding,  J.  T.  Elston,  Robert  H.  Quinn,  J.  J. 
Stransky,  G.  R.  Bartron,  David  Seaman,  G.  E.  Tracy, 
Bruce  Lushbough,  C.  L.  Swanson,  Fred  Leigh,  Har- 
vard Lewis,  B.  J.  Begley,  Duane  Reaney,  T.  E.  Mead, 
M.  R.  Cosand,  Eldon  Bell,  Bernard  Gerber,  Granville 
Steele,  Alfred  Shousha,  Parry  Nelson,  D.  N.  Fedt, 
R.  E.  Shaskey,  R.  C.  Jahraus,  Louis  Karlen,  Clifford 
Gryte,  J.  0.  Mabee,  R.  G.  Gere,  Dennis  Ortmeier, 
James  Shaeffer,  Karl  Wegner,  Durward  M.  Lang,  J.  B. 
Gregg,  Edward  Farkas,  R.  E.  Gunnarson,  R.  W.  Honke, 
Kenneth  Muckala,  Kenneth  Halverson,  A.  J.  Barrett, 
R.  H.  Harris,  M.  Langenfeld,  W.  J.  Mattson,  R.  G. 
Nemer,  R.  R.  Lawrence,  E.  A.  Johnson  and  Jeff 
Slingsby,  student  representative. 

A quorum  was  present  for  the  meeting  of  the  House 
of  Delegates.  A total  registration  for  the  convention 
is  303,  including  173  physicians,  12  guests,  107  Auxil- 
iary members  and  11  sponsors. 

The  Committee  submits  the  following  resolution  for 
the  consideration  of  the  House  of  Delegates: 
WHEREAS,  the  Ninth  District  Medical  Society  and 
the  Ladies  Auxilary  members  have  been  so  thorough 
in  making  arrangements  for  the  success  of  the  com- 
bined meeting  of  our  92nd  anniversary, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medi- 
cal Association  give  its  voice  in  appreciation  and 
thanks  to  the  local  physicians  in  Rapid  City  and  their 
wives. 

WHEREAS,  the  management  of  the  Howard  Johnson 
Motor  Lodge  has  been  so  cooperative  in  providing- 
facilities  for  the  success  of  the  92nd  Annual  Meeting 
of  the  South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medi- 
cal Association  extend  its  thanks  and  appreciation 
to  the  Howard  Johnson  Motor  Lodge. 

WHEREAS,  the  Chamber  of  Commerce  of  Rapid  City 
has  provided  excellent  assistance  in  making  it  pos- 
sible for  the  success  of  the  working  arrangements, 
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BE  IT  RESOLVED,  that  the  South  Dakota  State  Med- 
ical Association  extend  its  thanks  and  appreciation 
to  the  Rapid  City  Chamber  of  Commerce. 
WHEREAS,  the  Rapid  City  Journal  and  KOTA  TV 
have  been  most  cooperative  in  presenting  the  public 
news  of  the  92nd  Annual  Meeting  of  the  South  Da- 
kota State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Rapid 
City  Journal  and  KOTA  TV. 

WHEREAS,  The  Gas  Light  in  Rockerville  has  pro- 
vided facilities  for  the  stag  party  and  has  contribu- 
ted greatly  to  the  success  of  the  annual  meeting, 
BE  IT  RESOLVED,  that  the  South  Dakota  State  Medi- 
cal Association  extend  its  thanks  to  The  Gas  Light. 
WHEREAS,  the  Esquire  Club  has  provided  facilities 
for  the  annual  banquet  and  has  contributed  greatly 
to  the  success  of  the  annual  meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medi- 
cal Association  extend  its  thanks  and  appreciation 
to  the  Esquire  Club. 

BE  IT  RESOLVED,  that  $50  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Association  in 
memory  of  the  following  physicians  who  died  dur- 
ing the  past  year: 

R.  C.  Crowder,  M.I). 

D.  R.  Mabee,  M.D. 

F.  W.  Haas,  M.D. 

N.  J.  Sundet,  M.D. 

L.  L.  Parke,  M.D. 

R.  G.  Olson,  M.D. 

G.  J.  Van  Heuvelen,  M.D. 

B.  F.  King,  M.D. 

A.  M.  Semones,  M.D. 

R.  D.  Green,  M.D. 

F.  C.  Totten,  M.D. 

Peter  Kryger,  M.D. 

R.  J.  Quinn,  M.D. 

The  Committee  reviewed  the  report  of  the  president 
as  submitted  by  Dr.  W.  R.  Taylor.  The  Committee 
wishes  to  commend  Dr.  Taylor  for  his  services  to  the 
South  Dakota  Medical  Association  for  the  leadership 
which  he  has  provided  to  all  of  us  and  for  being  an 
outstanding  spokesman  and  representative  for  our  As- 
sociation. 

The  Committee  also  reviewed  the  reports  of  the  other 
officers  and  Councilors  and  approved  them  as  sub- 
mitted. 

A special  note  of  commendation  is  made  to  the  Ex- 
ecutive Secretary,  Robert  D.  Johnson,  for  his  fine 
work  during  his  first  year  in  this  position. 

The  Report  of  the  Council  was  received  and  approved. 
The  Committee  wishes  to  extend  its  enthusiastic 
support  and  best  wishes  to  the  new  president,  Dr. 
Sattler. 

REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS 
AND  MEMORIALS,  REPORTS  OF 
OFFICERS  AND  COUNCILORS 
G.  H.  Steele,  M.D.,  Chairman 
R.  C.  Jahraus,  M.D. 

F.  X.  McCabe,  M.D. 

Dr.  Jahraus  moved  that  the  House  of  Delegates 
accept  this  report.  The  motion  was  seconded  by  Dr. 
Gryte  and  carried. 

The  report  of  the  Reference  Committee  on  Reports 
of  the  Commissions  on  Medical  Service,  Internal  Af- 
fairs and  Legislation  and  Governmental  Relations  was 
read  by  Dr.  Mabee. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

REPORTS  OF  COMMISSIONS  ON  MEDICAL 

SERVICE,  INTERNAL  AFFAIRS,  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  committee  considered  Resolution  #1.  The  com- 
mittee recommends  that  this  be  referred  to  the  Com- 
mission on  Medical  Service  for  further  study. 

The  committee  considered  the  Report  of  the  Com- 
mission on  Legislation  and  Governmental  Relations. 
We  recommend  that  special  recognition  be  given  to 
all  the  men  who  worked  so  vigorously  for  the  Medical 


School.  The  committee  recommends  the  acceptance  of 
this  report. 

The  committee  considered  the  Report  of  the  Com- 
mission on  Internal  Affairs,  and  recommends  the  ac- 
ceptance of  this  report. 

The  committee  considered  the  Report  of  the  Com- 
mission on  Medical  Service,  and  recommends  the  ac- 
ceptance of  this  report. 

The  committee  considered  the  By-Law  Amendment 
to  Article  IV,  Section  7,  and  recommends  that  it  be 
sent  back  to  the  House  of  Delegates  with  a “Do 
Pass”  recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  VII,  Section  1,  Subsection  a,  and  recom- 
mends that  it  be  sent  back  to  the  House  of  Delegates 
with  a “Do  Pass”  recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  VII,  Section  1,  Subsection  c(5),  and  recom- 
mends that  it  be  sent  back  to  the  House  of  Delegates 
with  a “Do  Pass”  recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  VII,  Section  1,  and  recommended  that  it 
be  sent  back  to  the  House  of  Delegates  with  a “Do 
Pass”  recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  IV,  Section  7,  and  recommended  that  it  be 
sent  back  to  the  House  of  Delegates  with  a “Do  Pass” 
recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  VII,  Section  1,  and  recommended  that  it  be 
sent  back  to  the  House  of  Delegates  with  a “Do  Pass” 
recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  VII,  Section  2,  subsection  a,  and  recom- 
mends that  it  be  sent  back  to  the  House  of  Delegates 
with  a “Do  Pass”  recommendation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  VIII,  and  recommends  that  it  be  sent  back  to 
the  House  of  Delegates  with  a “Do  Pass”  recommen- 
dation. 

The  committee  considered  the  By-Law  Amendment 
to  Article  X,  Sections  1,  2,  and  3,  and  recommends 
that  it  be  sent  back  to  the  House  of  Delegates  with 
a “Do  Pass”  recommendation. 

The  9th  District  recommendation  of  changes  in  the 
selection  of  councilor  was  not  acted  upon.  If  any 
district  society  believes  changes  are  indicated,  they 
should  be  introduced  in  a resolution  to  the  House  of 
Delegates  in  1974. 

The  committee  considered  the  Report  of  the  Ad 
Hoc  Committee  on  PSRO.  We  recommend  the  ac- 
ceptance of  this  report.  The  committee  considered  the 
Articles  of  Incorporation  of  the  South  Dakota  Founda- 
tion for  Medical  Care  and  recommends  the  accept- 
ance of  these  articles. 

The  committee  considered  Resolution  #4  and  recom- 
mends that  this  resolution  not  be  adopted. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMIS- 
SIONS ON  MEDICAL  SERVICE, 
INTERNAL  AFFAIRS, 
LEGISLATION  & GOVERN- 
MENTAL RELATIONS 
J.  0.  Mabee,  M.D.,  Chairman 
J.  B.  Gregg,  M.D. 

R.  J.  Bloemendaal,  M.D. 

Dr.  Mabee  moved  that  the  House  of  Delegates  ac- 
cept the  sections  of  the  report  of  this  Reference  Com- 
mittee pertaining  to  the  Commissions  on  Legislation 
and  Governmental  Relations,  Internal  Affairs  and 
Medical  Service.  The  motion  was  seconded  by  Dr. 
Fedt  and  carried.  Dr.  Wegner  moved  that  the  House 
of  Delegates  accept  the  “Do  Pass”  recommendation 
of  the  Reference  Committee  pertaining  to  the  By- 
law Amendment  to  Article  IV,  Section  7.  The  motion 
was  seconded  by  Dr.  Begley  and  carried.  Vote  - 42 
for,  3 opposed,  Drs.  Leigh,  Gryte,  Karlen.  Dr.  Ort- 
meier  moved  that  the  House  of  Delegates  accept  the 
“Do  Pass”  recommendation  of  the  Reference  Com- 
mittee pertaining  to  the  Bylaw  Amendment  to  Article 
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VII,  Section  1,  Subsection  a.  The  motion  was  seconded 
by  Dr.  Lang  and  carried.  Vote  - 42  for,  3 opposed, 
Drs.  Leigh,  Gryte,  Karlen.  Dr.  Lang  moved  that  the 
House  of  Delegates  accept  the  “Do  Pass”  recommen- 
dation of  the  Reference  Committee  pertaining  to  the 
Bylaw  Amendment  to  Article  VII,  Section  1,  Subsec- 
tion c(5).  The  motion  was  seconded  by  Dr.  Shaeffer 
and  carried.  Dr.  Lang  moved  that  the  House  of  Dele- 
gates accept  the  “Do  Pass”  recommendation  of  the 
Reference  Committee  pertaining  to  the  Bylaw  Amend- 
ment to  Article  VII,  Section  1.  The  motion  was  sec- 
onded by  Dr.  Gregg  and  carried.  Dr.  Ortmeier  moved 
that  the  House  of  Delegates  accept  the  “Do  Pass’ 
recommendation  of  the  Reference  Committee  per- 
taining to  the  Bylaw  Amendment  to  Article  IV,  Sec- 
tion 7.  The  motion  was  seconded  by  Dr.  Wegner  and 
carried.  Vote  - 42  for,  3 opposed,  Drs.  Leigh,  Gryte, 
Karlen.  Dr.  Lang  moved  that  the  House  of  Delegates 
accept  the  remainder  of  the  report  of  this  Reference 
Committee.  The  motion  was  seconded  by  Dr.  Gregg 
and  carried. 

The  report  of  the  Reference  Committee  on  Reports 
of  the  Commissions  on  Communications  and  Liaison 
and  Scientific  Medicine  was  read  by  Dr.  Wegner. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSIONS  ON 
COMMUNICATIONS  AND  LIAISON  AND 
SCIENTIFIC  MEDICINE 

The  Reference  Committee  considered  the  report  of 
the  Commission  on  Communications  and  Liaison.  It 
recommended  that  the  House  of  Delegates  accept  the 
recommendation  of  the  Commission  with  the  single 
exception  that  it  was  felt  redundant  and  unnecessary 
to  provide  signs  for  doctors’  offices  indicating  their 
willingness  to  assist  in  drug  abuse  problems.  The 
Reference  Committee  recommended  the  acceptance  of 
the  Report  of  the  Commission  on  Communications  and 
Liaison  as  amended. 

The  Reference  Committee  considered  the  report  of 
the  Commission  on  Scientific  Medicine.  It  was  recom- 
mended that  the  recommendation  of  the  Commission 
discouraging  smoking  during  the  official  sessions  of 
the  South  Dakota  State  Medical  Association  be  ac- 
cepted with  the  addition  that  this  information  be  in- 
cluded in  the  annual  meeting  program. 

The  Reference  Committee  considered  the  proposed 
Continuing  Medical  Education  program  for  South  Da- 
kota. There  was  a unanimous  recommendation  that 
the  House  of  Delegates  adopt  the  report  of  the  Ad- 
visory Committee  on  Continuing  Medical  Education 
(ACCME),  that  this  will  constitute  a significant  con- 
tribution to  continuing  medical  education  on  the  part 
of  the  Association.  The  Reference  Committee  recom- 
mended the  adoption  of  the  Report  of  the  Commission 
on  Scientific  Medicine  as  amended. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMIS- 
SIONS ON  COMMUNICATIONS 
AND  LIAISON  AND 
SCIENTIFIC  MEDICINE 
Karl  Wegner,  M.D.,  Chairman 
Parry  Nelson,  M.D. 

C.  F.  Gryte,  M.D. 

Dr.  Lushbough  moved  that  the  House  of  Delegates 
accept  the  report  of  this  Reference  Committee.  The 
motion  was  seconded  by  Dr.  Gerber  and  carried. 

The  report  of  the  Reference  Committee  on  Reports 
of  Special  Committees  and  Miscellaneous  Business 
was  read  by  Dr.  Shaskey. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Committee  reviewed  the  report  of  the  Grievance 
Committee  and  recommends  the  acceptance  of  this  re- 
port. 

The  Committee  reviewed  the  report  of  the  State 
Utilization  and  Insurance  Review  Committee  and  re- 
commends the  acceptance  of  this  report. 

The  Committee  reviewed  the  report  of  the  Medical 


Education  Study  Committee  and  also  material  which 
was  contained  in  their  formal  report  to  the  member- 
ship which  was  carried  in  the  November  issue  of  the 
SOUTH  DAKOTA  JOURNAL  OF  MEDICINE.  The 
Committee  recommends  the  acceptance  of  this  report. 

The  Committee  reviewed  the  report  of  the  Relative 
Value  Study  Committee  and  recommends  the  accept- 
ance of  this  report. 

The  Committee  considered  Resolution  #2  concerning 
continued  support  of  the  degree-granting  medical 
school  proposal  for  South  Dakota.  The  Committee 
recommends  that  this  resolution  be  adopted. 

The  Committee  considered  Resolution  #3  concern- 
ing support  of  the  Medicredit  Bill.  The  Committee 
recommends  that  this  resolution  be  adopted. 

The  Committee  received  a verbal  report  from  Dr. 
Durward  M.  Lang  concerning  the  work  of  the  Joint 
Practice  Commission.  This  information  will  be  sub- 
mitted to  the  Council  for  consideration. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMIT- 
TEES AND  MISCELLANEOUS 
BUSINESS 

R.  E.  Shaskey,  M.D.,  Chairman 
James  Shaeffer,  M.D. 

M.  Langenfeld,  M.D. 

Dr.  Ortmeier  moved  that  the  House  of  Delegates 
accept  the  report  of  this  Reference  Committee.  The 
motion  was  seconded  by  Dr.  Seaman  and  carried. 

Dr.  Elston  administered  the  Oath  of  Office  to  Dr. 
T.  H.  Sattler,  the  newly  elected  president. 

Dr.  Elston  introduced  the  new  officers;  Dr.  T.  H. 
Sattler,  President;  Dr.  R.  E.  Van  Demark,  President- 
Elect;  Dr.  G.  E.  Tracy,  Vice  President;  Dr.  J.  B.  Gregg, 
Speaker  of  the  House. 

The  meeting  adjourned  at  2:30  p.m. 


REPORT  OF  THE  PRESIDENT  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
AND  CHAIRMAN  OF  THE  EXECUTIVE 
COMMITTEE 

If  one  wishes  to  have  a calendar  year  pass  with 
great  rapidity,  it  is  only  necessary  to  assume  the 
above  positions.  It  has  been  a stimulating  and  a re- 
warding year,  and  at  times  a most  frustrating  year. 
The  major  emphasis  of  the  Medical  Association  has 
been  toward  a degree  granting  program  and  progress, 
albeit  small,  has  been  made  in  that  direction.  As 
President  of  the  State  Association,  I attended  all 
meetings  of  the  Committee  on  Medical  Education  of 
the  State  Association  and  of  the  Lay  Advisory  Board 
on  Medical  Education. 

The  President  attended  all  Commission  and  Council 
meetings  during  the  year  of  office  and  witnessed  much 
enthusiasm  at  these  meetings  as  well  as  at  several 
meetings  of  the  Relative  Value  Study  Committee.  In 
addition,  study  of  PSRO  is  about  to  begin  by  a com- 
mittee chaired  by  Robert  Quinn,  M.D.,  Sioux  Falls, 
S.D. 

I was  privileged  to  attend  the  annual  meeting  of  the 
American  Medical  Association  in  San  Francisco  in 
June,  1972  and  the  Clinical  Session  in  Cincinnati  in 
November,  1972.  It  was  a pleasure  working  with  our 
Delegate  and  Alternate  Delegate  to  the  AMA,  Robert 
Quinn  and  John  Stransky  of  Watertown,  S.D.  Meet- 
ings of  the  North  Central  Medical  Conference  were 
attended  in  Minneapolis  in  October,  1972,  in  Cincin- 
nati in  November,  and  at  the  AMA  Leadership  Work- 
shop in  Chicago,  in  February  1973. 

A report  of  the  activities  of  the  President  of  the 
State  Medical  Association  would  not  be  complete 
without  offering  my  highest  commendations  to  our 
Executive  Secretary,  Robert  Johnson,  and  to  his  staff, 
Mrs.  Patty  Butler  and  Mrs.  Jan  Anderson.  Their  dir- 
ection and  assistance  has  helped  to  make  the  year  a 
most  enjoyable  one. 

Respectfully  submitted, 

W.  R.  Taylor,  M.D. 

President 

The  Committee  reviewed  the  report  of  the  president  as 
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submitted  by  Dr.  IV.  R.  Taylor.  The  Committee  wishes  to 
commend  Dr.  Taylor  for  his  service  to  the  South  Dakota 
State  Medical  A ssociation  and  for  the  leadership  which 
he  has  provided  to  all  of  us  and  for  being  an  outstanding 
spokesman  and  representative  for  our  A ssociation. 


REPORT  OF  THE  PRESIDENT-ELECT 

For  the  past  year,  I have  had  the  opportunity  to 
participate  in  the  Council  deliberations,  as  well  as 
many  of  the  Commission  studies.  The  medical  school, 
medical  education,  medical  foundations  and  PSRO  de- 
velopments have  been  important  areas  of  involvement. 

Respectfully  submitted, 

T.  H.  Sattler,  M.D. 

President-Elect 

The  Reference  Committee  reviewed  the  report  of  the 
President-Elect  and  recommends  its  approval  as  sub- 
mitted. 

REPORT  OF  THE  VICE  PRESIDENT 

Last  year  has  afforded  me  the  opportunity  of  at- 
tending- the  Council  meetings,  the  Executive  Commit- 
tee meetings  and  one  Blue  Shield  meeting.  I appreci- 
ate very  much  the  opportunity  of  getting  acquainted 
with  all  facets  of  the  Medical  Association  and  wel- 
come any  positive  suggestions  to  make  the  Medical 
Association  a more  effective  organization  for  the  doc- 
tors of  the  state. 

Respectfully  submited, 

Robert  E.  Van  Demark,  M.D. 

Vice  President 

The  Reference  Committee  reviewed  the  report  of  the 
President-Elect  and  recommends  its  approval  as  sub- 
mitted. 

REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I attended  the  first  meeting  of  the 
Budget  and  Audit  Committee  at  the  Ramada  Inn  in 
Sioux  Falls,  May  4,  1972,  and  the  second  at  our  execu- 
tive office  in  Sioux  Falls,  December  6,  1972.  I attended 
the  Council  and  Executive  Committee  meetings  during 
the  year. 

The  other  duties  of  my  office  were  carried  out  with 
the  assistance  of  our  competent  executive  secretary, 
Robert  D.  Johnson,  and  the-.-staff  at  the  Association 
office. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 
Secretary-Treasurer 

The  Reference  Committee  reviewed  the  report  of  the 
Secretary-Treasurer  and  recommends  its  approval  as  sub- 
mitted. 

REPORT  OF  THE  AMA  DELEGATE 

The  clinical  session  of  the  American  Medical  As- 
sociation in  Cincinnati  and  the  annual  American  Medi- 
cal Association  meeting  in  San  Francisco  were  at- 
tended in  1972  along  with  Dr.  John  Stransky,  alter- 
nate delegate  to  the  AMA. 

The  South  Dakota  State  Medical  Association  resolu- 
tion concerning  Family  Practice  Residencies  was  dis- 
cussed by  all  concerned  parties  in  San  Francisco.  This 
resolution  should  be  reported  out  of  the  Council  on 
Medical  Education  at  the  June  1973  annual  meeting- 
in  New  York  City. 

Dr.  William  Taylor,  President  of  the  South  Dakota 
Medical  Association,  attended  and  participated  in  the 
annual  and  clinical  session  and  his  advice  and  counsel 
were  appreciated  by  both  Dr.  Stransky  and  myself. 
Several  of  the  members  of  the  South  Dakota  Medical 
Association  attended  the  annual  meeting  and  also 
participated  in  our  caucuses  to  discuss  the  various 
resolutions  and  reports.  Their  advice  was  also  of  great 
value  to  us.  The  advice  of  Dr.  Heinrichs  of  Watertown 
was  especially  helpful  in  the  areas  of  medical  educa- 
tion, postgraduate  medical  education  and  areas  cover- 
ing immunization  requirements. 

The  attendance  of  the  members  of  the  South  Dakota 
Medical  Association  at  the  AMA  meetings  is  of  great 


importance  to  all  of  us  who  are  concerned  with  decision 
making  in  the  House  of  Delegates.  I would  urge  all 
members  who  can  attend  these  sessions  to  do  so  and 
to  take  an  active  part  in  our  caucuses  as  well  as  par- 
ticipating in  the  various  reference  committee  meet- 
ings. During  the  reference  committee  meetings  testi- 
mony is  heard  on  the  various  resolutions  to  be  pre- 
sented to  the  House  of  Delegates  as  well  as  all  re- 
ports being  presented  to  the  House  of  Delegates. 

Respectfully  submitted, 

Robert  H.  Quinn,  M.D. 

AMA  Delegate 

The  Reference  Committee  reviewed  the  report  of  the 
AMA  Delegate  and  recommends  that  the  report  be  ap- 
proved as  submitted. 

REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

During  the  past  year,  I did  attend  both  the  annual 
meeting  of  the  AMA  in  San  Francisco,  and  the  clini- 
cal session  in  Cincinnati.  In  addition,  I have  also 
attended  the  regular  Council  meetings  during  the  past 
year. 

Respectfully  submitted, 

John  J.  Stransky,  M.D. 

AMA  Alternate  Delegate 

The  Reference  Committee  reviewed  the  report  of  the 
Alternate  AMA  Delegate  and  recommends  that  the  report 
b approved  as  submitted. 

REPORT  OF  THE  COUNCILOR  AT  LARGE 

As  Councilor  at  Large,  I have  attended  the  meet- 
ings and  participated  in  the  deliberations  of  the 
Council. 

The  major  concern  of  the  Medical  Association  re- 
mains the  fate  of  the  medical  school  and  the  recent 
action  by  the  North  Dakota  Legislature  in  establish- 
ing their  own  school  eliminates  any  possible  united 
effort  between  North  and  South  Dakota  for  a joint 
venture  in  establishing  a medical  school.  The  Associ- 
ation must  continue  to  stimulate  interest  and  support 
from  the  interim  committees  of  the  Legislature  to 
hopefully  obtain  the  necessary  funds  and  approval 
for  a pilot  program  to  establish  a 4-year  school. 

Respectfully  submitted, 

G.  Robert  Bartron,  M.D. 

Councilor  at  Large 

The  Committee  reviewed  the  report  of  the  Councilor  at 
Large  and  recommends  the  approval  of  the  report  as  sub- 
mitted 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

The  Council  of  the  South  Dakota  State  Medical 
Association  duly  convened  and  conducted  the  business 
of  the  society  the  following  times  since  my  last  report: 

Our  first  meeting  was  Thursday,  May  4,  1972,  dur- 
ing the  annual  meeting. 

The  second  meeting  was  held  on  Sunday,  May  7, 
again  during  the  annual  meeting  in  Sioux  Falls. 

The  next  Council  meeting  was  Saturday,  October 
14,  in  Huron. 

The  following  meeting  was  Thursday,  November  16, 
1972,  in  Sioux  Falls.  This  was  a special  Council  meet- 
ing to  discuss  the  proposed  Physicians’  Assistant  Law. 

The  next  regular  meeting  was  held  on  Saturday, 
January  13,  1973,  in  Mitchell.  Previous  to  that,  there 
was  a conference  called  of  the  Executive  Committee  on 
Friday,  January  12,  1973,  and  a special  meeting  of  the 
Executive  Committee  in  conjunction  with  the  Execu- 
tive Committee  of  the  State  Hospital  Association  to 
discuss  the  proposed  degree  granting  medical  school, 
to  be  presented  at  the  1973  session  of  the  Legislature. 

All  of  these  proceedings  have  been  duly  printed  in 
the  South  Dakota  Journal  and  will  not  be  reiterated 
here.  These  have  been  distributed  to  all  members  of 
the  Society. 

Respectfully  submitted, 

F.  D.  Leigh,  M.D. 

Chairman  of  the  Council 

The  Reference  Committee  reviewed  the  report  of  the 
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Chairman  of  the  Council  and  recommends  its  approval 
as  submitted. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

Liaison  with  the  District  Societies  — Throughout 
the  past  year  all  twelve  medical  districts  were  vis- 
ited by  President  Taylor  and  myself.  I was  pleased 
to  note  that  all  twelve  districts  in  South  Dakota  are 
now  meeting'  on  a regular  basis,  and  I would  like  to 
take  this  opportunity  to  commend  the  districts  for 
this  action.  Close  liaison  has  been  maintained  with 
the  district  officers  and  councilors.  Continued  com- 
munication between  the  state  office  and  the  districts 
proved  most  effective  this  past  year  in  defeating  a 
resolution  which  would  have  permitted  chiropractors 
to  perform  high  school  athletic  physicals.  This  close 
liaison  between  the  state  office  and  the  district  medi- 
cal societies  will  continue  to  be  pursued  in  future 
years  and  undoubtedly  is  the  most  effective  method 
of  providing  cohesive  action  on  behalf  of  medicine  in 
South  Dakota. 

Public  and  Professional  Relations  — President  Tay- 
lor, other  physicians  and  members  of  your  staff  have 
embarked  on  an  extensive  campaign  to  create  a better 
image  for  medicine,  not  only  with  the  lay  public,  legis- 
lators and  news  media  but  also  with  paramedical 
groups.  In  this  effort  we  have  sought  support  from 
many  of  these  groups  for  programs  of  interest  to 
physicians.  The  response  received  from  this  program 
is  encouraging,  particularly  in  light  of  the  fact  that 
we  received  broad-based  support  during  the  legislative 
session  for  the  degree  granting  medical  school  pro- 
posal. Although  a great  deal  of  energy  must  continue 
to  be  directed  to  this  endeavor,  we  have  most  certain- 
ly made  great  strides  towards  improving  medicine’s 
image  throughout  this  past  year  and  will  continue  to 
work  for  an  even  better  image  in  the  years  to  come. 

Headquarters  Building  — Although  no  new  addi- 
tions or  major  remodeling  projects  were  undertaken 
on  the  Association  building  in  Sioux  Falls,  during 
fiscal  1972-73,  it  does  appear  that  due  to  Blue 
Shield’s  rapid  growth  some  alterations  may  be  neces- 
sary in  the  headquarter’s  office  during  the  next  fiscal 
year.  During  1971-72,  all  physician  loans  were  repaid 
on  the  original  building,  and  in  1972-73  we  are  making- 
accelerated  payments  to  Blue  Shield  on  the  loans 
which  had  financed  the  earlier  additions  to  the  build- 
ing. During  fiscal  1972-73,  we  did  reduce  the  balance 
of  the  loan  owed  Blue  Shield  by  some  $15,000,  leaving 
our  present  balance  as  of  April  30,  1972,  at  $88,194.18. 
The  headquarter’s  building  is  in  excellent  repair,  and 
the  Association  can  be  proud  of  the  assets  accumu- 
lated in  the  executive  office  building. 

Commissions  and  Committees  — All  Commissions 
and  most  Committees  have  met  at  least  twice  during 
the  past  year,  and  a report  of  their  actions  is  included 
in  the  Delegate’s  Handbook.  During  the  year,  the 
various  Commission  meetings  were  rotated  through- 
out the  State  of  South  Dakota  to  major  communities 
in  an  attempt  to  increase  the  attendance  of  physi- 
cians at  these  most  important  meetings.  The  attend- 
ance at  Commission  meetings  has  improved  some- 
what. Those  physicians  who  have  put  in  much  time 
and  effort  in  this  important  area  should  be  com- 
mended for  their  efforts,  for  it  is  the  Commission  and 
Committee  structure  of  the  Association  which  pro- 
vides the  necessary  program  development  so  that  the 
State  Medical  Association  may  continue  to  be  respon- 
sive to  the  needs  of  its  membership.  Four  special  com- 
mittees have  been  functioning  throughout  the  year  on 
some  most  important  matters  facing  medicine.  These 
committees  are  the  Ad  Hoc  Committee  on  Medical  Ed- 
ucation, the  Relative  Value  Study  Committee,  the  Com- 
mittee on  Foundations,  and  the  Committee  on  P.S.R.O. 
In  addition,  the  Utilization  and  Review  Committee  has 
met  throughout  the  past  year  and  most  fortunately 
has  found  that  due  to  the  increased  activity  and  in- 
creased effectiveness  of  the  District  Utilization  and 
Review  Committees,  that  its  work  load  has  diminished 
considerably  the  past  twelve  months.  Fortunately  the 
Grievance  Committee  has  not  had  occasion  to  meet 


during  this  past  year,  and  all  physicians  in  the  state 
can  be  commended  for  reducing  the  work  load  of  the 
Grievance  Committee. 

Legislation  — The  1973  legislative  session  found 
the  bill  to  establish  a degree  granting  medical  school 
receiving  the  Association’s  top  priority.  Although  the 
legislature  was  not  willing  to  fund  the  full  degree 
granting  medical  school  during  this  session,  medical 
education  has  received  priority  ranking  in  the  minds 
of  legislators.  This  most  certainly  can  be  shown  by  the 
amendment  made  to  the  original  bill  which  provides 
for  a $50,000  study  of  medical  education  needs.  The 
report  from  the  study  committee  is  to  be  given  to  the 
1974  legislative  session  for  decisive  action.  There 
were  some  twenty  other  bills  introduced  into  the  1973 
session  which  directly  affected  medicine  and  the  As- 
sociation can  be  proud  of  its  success  on  these  bills. 
On  all  bills  introduced  affecting  medicine  this  year, 
the  State  Medical  Association  can  take  pride  in  the 
fact  that  it  has  taken  a position  of  leadership  and 
given  direction  to  medical  legislation.  The  contacts 
made  by  member  physicians  with  their  local  legisla- 
tors is  one  of  the  major  reasons  for  the  success  of  the 
Medical  Association’s  legislative  program.  Special 
thanks  should  be  given  to  Dr.  Taylor,  Dr.  Bartron,  Dr. 
McVay,  Dr.  Gregg  and  the  entire  Commission  on 
Legislation  for  their  efforts  during  the  session. 

Blue  Shield  and  Governmental  Programs  — This 
past  year  found  Blue  Shield  once  again  attaining 
record  growth  in  the  health  financing  field.  In  fiscal 
1972,  Blue  Shield  paid  in  excess  of  7.25  mill  ion  dollars 
in  medical  claims  under  its  standard  underwritten 
programs,  Medicare  and  Champus.  Blue  Shield  was 
able  to  further  increase  its  surplus  to  $1,328,253.82 
which  reflects  not  only  the  continued  growth  of  the 
corporation  but  also  its  financial  stability.  Through- 
out the  years,  Blue  Shield  has  proven  to  be  one  of 
medicine’s  best  allies  and  medicine  can  take  pride  in 
the  fact  that  Blue  Shield,  which  was  originally  organ- 
ized by  medicine,  has  continued  to  search  for  new  and 
better  ways  to  finance  health  care  for  all  South  Da- 
kotans. A more  detailed  report  of  Blue  Shield’s  ac- 
tivities is  included  in  the  Coroprate  Body  Handbook. 

Out-of-State  Meetings  — As  your  Executive  Secre- 
tary, I represented  the  South  Dakota  State  Medical 
Association  at  both  the  annual  and  clinical  meetings 
of  the  American  Medical  Association,  as  well  as  the 
National  Leadership  Conference,  the  National  AM- 
PAC  Workshop,  and  the  North  Central  Medical  Con- 
ference. A great  deal  of  information  of  value  to  the 
medical  profession  of  South  Dakota  was  obtained  by 
attending  these  meetings.  Many  of  the  ideas  received 
at  these  meetings  have  been  given  to  the  Commis- 
sions and  Committees  of  the  Association  and  some 
new  programs  will  undoubtedly  be  developed  in  the 
future  as  a result. 

The  Journal  of  Medicine  — Recent  years  have  shown 
on  a nation-wide  basis  that  financial  problems  of  state 
medical  journals  are  of  no  small  concern  to  state 
medical  associations,  and  the  South  Dakota  Journal 
of  Medicine’s  financial  condition  continues  to  be  a 
problem.  During  the  past  year  the  Journal  has  been 
able  to  increase  its  number  of  local  advertising  con- 
tracts which  has  greatly  assisted  the  Journal  in  1972- 
73.  Also,  certain  cost  reductions  in  production  of  the 
Journal  make  it  appear  that  the  trend  of  decreasing 
revenues  and  increasing  costs  may  be  momentarily 
slowed  and  hopefully  eliminated.  I would  personally 
recommend  that  the  Journal  be  continued  in  its  pres- 
ent form  to  see  if  some  of  the  recent  changes  made  in 
the  Journal  may  reverse  some  previous  trends.  Dr. 
Van  Demark,  Editor  of  the  Journal,  and  the  Commis- 
sion on  Communications  and  Liaison  should  be  com- 
mended for  all  their  work  throughout  the  year  in  prep- 
aration of  the  Journal. 

Summary  — This  report  represents  the  culmination 
of  my  first  year  as  your  Executive  Secretary,  and  I 
cannot  help  but  feel  that  the  Association  has  accomp- 
lished a great  deal  during  the  past  year.  I feel  that 
with  all  of  the  talents  and  abilities  available  to  the 
State  Medical  Association  through  its  many  members 
that  we  may  set  our  goals  very  high  and  that  our 
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accomplishments  in  the  future  may  far  surpass  any- 
thing' presently  on  record.  Your  staff  is  devoted  to 
the  concept  of  providing  as  much  service  as  possible 
to  the  individual  physician  of  South  Dakota  and  to  the 
people  of  our  great  State.  To  the  officers  and  council- 
ors of  your  Association  who  so  tirelessly  gave  of 
their  time  and  effort,  a special  commendation,  for  it 
is  their  guidance  which  directs  the  day  to  day  activi- 
ties of  your  Association.  And  to  Dr.  Taylor,  a special 
commendation  for  a job  well  done.  It  was  through  his 
leadership,  dedication  and  much  personal  sacrifice 
that  many  of  the  successes  of  the  Association  were 
achieved. 

Respectfully  submitted, 

Robert  D.  Johnson, 

Executive  Secretary 

The  Reference  Committee  reviewed  the  report  of  the 
Executive  Secretary.  A special  note  of  commendation  is 
made  to  the  Executive  Secretary  for  his  fine  work  during 
his  first  year  in  this  position.  The  Committee  recommends 
the  approval  of  this  report  as  submitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  Speaker  of  the  House,  I have  attended  Council 
meetings  and  participated  in  the  deliberations  of  the 
Executive  Committee  of  the  South  Dakota  State  Medi- 
cal Association.  Chairmen  and  members  of  the  Refer- 
ence Committees  will  be  appointed  prior  to  the  annual 
meeting  of  the  House  of  Delegates  which  will  meet  in 
Rapid  City,  in  June,  1973. 

Respectfully  submitted, 

John  T.  Elston,  M.D. 

Speaker  of  the  House 

The  Reference  Committee  reviewed  the  report  of  the 
Speaker  of  the  H ouse.  The  Committee  recommends  the  ap- 
proval of  this  report  as  submitted. 

REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 
April  5,  1972 

Business:  Discussion  on  hearing  and  vision  screening 
program  called  “Fortunate  Fours”  which  was  spon- 
sored by  the  District  I Auxiliary. 

May  3,  1972 

Program:  Movie  - “Steroid  Therapy” 

September  6,  1972 

Business:  Discussion  - Committee  on  Medical  Educa- 
tion Development. 

Program:  Thomas  G.  Bietter,  M.D.,  Minneapolis  psy- 
chiatrist, spoke  on  “Depression”. 

October  4,  1972 

Business:  The  following  new  members  were  admitted 
to  the  Society:  Dhiren  Baruah,  M.D.,  Internal 
Medicine;  John  Christopher,  M.D.,  Pathology;  Pra- 
mod  Shingal,  M.D.,  General  Surgery;  Kumud 
Shingal,  M.D.,  Ob-Gyn.;  John  Jowsey,  M.D.,  Ortho- 
pedics. 

Program:  Official  visit  of  SDSMA  President  William 
Taylor,  M.D.  of  Aberdeen. 

November  1,  1972 

Business:  Discussion  on  physician’s  assistant. 

December  6,  1972 

Business:  Annual  election  of  officers:  President,  Alfred 
Shousha,  M.D.;  Vice  President,  J.  R.  Chavier, 
M.D.;  Sec.  Treas.,  Kennon  Broadhurst,  M.D. 
January  3,  1973 

Meeting  cancelled  due  to  weather  conditions. 

February  7,  1973 

Program:  Donald  Burnap,  M.D.,  Aberdeen  psychia- 
trist “Psychotropic  Drugs”. 

March  7,  1973 

Program:  Virginia  Johnson,  M.D.,  Vermillion  “Gene- 
tics in  Medical  Practice”. 

April  4,  1973 

Program:  Edward  Seljeskog,  M.D.,  Minneapolis  neuro- 
surgeon “Practical  Management  of  Head  Injuries”. 
Respectfully  submitted, 

David  Seaman,  M.D. 

Councilor 

First  District  Medical  Society 
The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  First  District  Medical  Society  and 
recommends  the  approval  of  this  report. 


REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 

Officers  for  1972: 

President:  Dr.  Michieli 
Vice  President:  Dr.  Rud 
Secretary-Treasurer:  Dr.  Wrage 

Board  of  Censors:  Dr.  Nelson,  Dr.  Larson,  Dr.  Lil- 
lard 

Delegates:  Dr.  Fedt,  Dr.  Auskaps 
Alternate  Delegates:  Dr.  Rud,  Dr.  Larson 
Utilization  Committee:  Dr.  Michieli,  Dr.  Wrage,  Dr. 
Fedt 

Officers  for  1973: 

President:  Dr.  Rud 
Vice  President:  Dr.  Stoltz 
Secretary-Treasurer:  Dr.  Stransky 
Board  of  Censors  for  3 years:  Dr.  Tracy 
Delegates:  Dr.  Nelson,  Dr.  Fedt 
Alternate  Delegates:  Dr.  Larson,  Dr.  Rud 
Utilization  Committee  for  3 years:  Dr.  Clark 
At  the  January,  1972,  District  Medical  Society  meet- 
ing, Mr.  Duane  Brown  of  Lakeside  Laboratories  pre- 
sented a film  on  the  subject  of  iron  deficiency  anemia. 

At  the  February  meeting  we  had  the  annual  visit 
of  the  President  of  the  State  Medical  Association,  Dr. 
G.  R.  Bartron,  who  spoke  to  the  District  regarding  the 
medical  education  issue  and  its  progress  to  that  date. 
Mr.  Bob  Johnson,  Executive  Secretary,  also  appeared 
at  this  meeting  and  gave  a briefing  on  the  upcoming 
legislative  session.  It  was  also  at  that  February  meet- 
ing that  the  resolution  to  the  House  of  Delegates 
from  the  Second  District  regarding  the  University  of 
South  Dakota  Medical  School  was  proposed. 

At  the  March  meeting,  the  Codington  County  States 
Attorney,  Mr.  John  Foley,  and  Mr.  David  Nelson,  De- 
partment of  Public  Welfare,  as  well  as  Mr.  Dean  Sum- 
ner, were  present  and  gave  a program  and  discussion 
about  laws  relating  to  offenses  by  and  against  minors. 

April  saw  a presentation  by  Mr.  Howard  Hanson, 
State  Director  for  Aid  to  the  Visually  Handicapped, 
concerning  the  Lions  Eye  Bank  Program. 

The  May  meeting  was  confined  to  a business  meet- 
ing and  to  instruction  to  delegates  for  the  State  Meet- 
ing. 

The  September  meeting  was  held  at  the  Watertown 
Country  Club  and  again  this  year  as  in  the  past  was 
a combined  meeting  of  the  District  Medical  Society 
and  their  wives.  At  this  meeting  the  District  Medical 
Society  welcomed  Dr.  and  Mrs.  B.  J.  DeSai,  Dr.  and 
Mrs.  Bernie  Hanson  and  Dr.  Doug  Leland. 

The  October  meeting  included  the  annual  visit  from 
the  State  President,  Dr.  William  Taylor,  and  also  Mr. 
Bob  Johnson,  Executive  Secretary.  Dr.  Taylor  gave  an 
excellent  presentation  on  the  progress  of  the  Medical 
School  at  that  time.  Mr.  Johnson  discussed  other 
items  of  interest  to  the  Society  in  relationship  to  the 
State  Association. 

In  November  Dr.  Robert  Van  Tassel,  a cardiologist, 
and  Dr.  Evan  Linberg,  a cardiac  surgeon  from  Min- 
neapolis, gave  papers  concerning  both  the  medical 
management  and  the  surgical  aspect  of  coronary  ar- 
tery disease.  An  additional  guest,  Dr.  Lloyd  Nelson 
from  Webster,  was  present  for  this  program. 

In  December  the  nominating  committee  reported 
and  the  election  was  held.  It  was  also  discussed  at 
that  time  and  has  since  become  a reality  that  a list 
of  on  call  dentists  be  available  from  the  local  Dental 
Society  so  there  will  always  be  available  a dentist  on 
call  on  weekends. 

The  January,  1973,  meeting  was  preceded  by  a sci- 
entific program  on  the  “Magic  of  the  Atom”  which 
dealt  with  nuclear  medicine  and  was  presented  by  Dr. 
DeSai,  a member  of  the  District. 

In  February  Mr.  Duke  Goodell,  Coordinator  of  Hu- 
man Services  Survey,  Model  Rural  Development  Pro- 
gram, presented  a program  giving  his  thoughts  on 
comprehensive  health  planning  and  what  District  I 
should  do  to  become  actively  involved  in  this  program. 
At  this  program,  Mr.  Gale  Neal,  Administrator  of 
Memorial  Hospital,  and  Mr.  Gordon  Garnos  were  the 
guests,  and  both  made  comments  relating  to  compre- 
hensive health  planning.  The  remainder  of  the  meet- 
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ing  dealt  with  the  legislative  program  which  was  de- 
veloping at  that  time  as  it  relates  to  the  Medical  As- 
sociation. 

At  the  March  meeting,  Dr.  J.  McCullough,  Medical 
Director  for  the  St.  Paul  Blood  Center,  reviewed  blood 
component  therapy  for  the  District  and  had  an  inter- 
esting presentation. 

At  the  April  meeting,  Dr.  Virginia  Johnson  from  the 
University  of  South  Dakota  showed  slides  and  gave 
an  interesting  presentation  on  “Cytogenetics”.  At 
this  meeting,  Dr.  Heinrichs  suggested  that  this  Dis- 
trict present  a resolution  asking  Blue  Shield  to  con- 
sider including  cytogenetic  studies  in  the  Blue  Shield 
fee  schedule.  Dr.  Heinrichs  was  asked  to  draft  such  a 
resolution  for  submission  to  the  Society. 

The  Second  District  has  had  a successful  year  with 
excellent  scientific  programs  and  continued  activity 
on  the  local  and  state  level. 

Respectfully  submitted, 

G.  E.  Tracy,  M.D. 

Councilor 

Second  District  Medical  Society 

The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Second  District  Medical  Society  and  recommends 
the  approval  of  this  report. 

REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  meetings  of  the  Third  District  Medical  Society 
during  the  past  year  were  held  on  a bimonthly  basis. 

The  June  meeting  was  held  in  Madison.  The  program 
was  Comprehensive  Health  Planning  with  Mr.  Earl 
Bihlmeyer  as  the  main  speaker. 

The  August  meeting  was  held  in  Madison  with  30 
members  and  guests  present.  Dr.  William  R.  Taylor, 
President  of  the  South  Dakota  State  Medical  Associ- 
ation, was  the  speaker  and  discussed  the  degree-grant- 
ing medical  school  proposal.  In  addition,  Mr.  Bob 
Johnson,  the  Executive  Secretary  of  the  South  Dakota 
State  Medical  Association,  discussed  the  Relative  Val- 
ue Study  that  is  underway,  plus  other  matters  pertin- 
ent to  the  Association. 

The  October  meeting  was  held  in  Volga  with  30 
members  and  guests  present.  Dr.  Warren  Jones  of 
Sioux  Falls,  South  Dakota,  discussed  coronary  artery 
disease. 

The  December  meeting  was  held  in  Flandreau  at 
the  Flandreau  Indian  School.  Dr.  Phil  Gross  of  Sioux 
Falls,  presented  a scientific  paper  on  total  hip  re- 
placement. The  District  formally  declared  a moratori- 
um on  the  indiscriminate  use  of  amphetamines  and 
barbiturates  and  recommended  that  they  only  be  pre- 
scribed and  dispensed  in  accordance  with  definite  medi- 
cal indications.  Officers  were  elected  for  the  ensuing 
year  of  1973. 

Dr.  Klar  of  Flandreau  was  elected  president  of  the 
Third  District  Medical  Society.  Dr.  Reagan  was  elected 
vice-president.  Dr.  Kershner  was  continued  as  secre- 
tary-treasurer. Delegates  nominated  for  the  House  of 
Delegates  were  Dr.  McCabe  and  Dr.  Robert  Shaskey; 
alternates  - Dr.  Klar  and  Dr.  Wold. 

The  February  meeting  was  held  in  Brookings  with 
31  members  and  guests  present.  Dr.  Virginia  Johnson, 
Head  of  the  Genetics  Center  at  the  University  of  South 
Dakota,  presented  an  illustrated  lecture  on  genetics. 
Dr.  Lushbough  was  recommended  to  serve  on  the  Nom- 
inating Committee  at  the  annual  meeting.  Dr.  Muggly 
reported  at  length  on  the  PSRO  Review  Committee.  In 
addition,  the  Councilor  is  happy  to  report  that  the 
Third  District  Medical  Society  has  been  actively  in- 
volved in  a Tumor  Clinic  being  held  monthly  within 
the  District  and  funded  by  the  South  Dakota  Regional 
Medical  Program  with  visiting  oncologists  coming  on 
a monthly  basis  from  the  Mayo  Clinic  to  serve  as  con- 
sultants in  this  area.  This  is  being  carried  out  in  co- 
operation and  coordination  with  the  Seventh  District 
Medical  Society  and  with  the  Medical  School  faculty 
at  the  Sacred  Heart  Hospital  at  Yankton,  South  Da- 
kota. The  meetings  have  been  well  attended  and  we 
are,  at  this  time  looking  for  future  methods  of  fund- 
ing in  anticipating  the  loss  of  funding  through  the 
Regional  Medical  Programs  after  June,  1973. 


Respectfully  submitted, 

Bruce  Lushbough,  M.D. 

Councilor 

Third  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Third  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  Fourth  District  Medical  Society  met  on  Janu- 
ary 18,  1973,  for  the  purpose  of  election  of  officers: 

President:  R.  J.  Zakahi,  M.D. 

Vice  President:  Robert  Hayes,  M.D. 

Secretary-Treasurer:  J.  T.  Cowan,  M.D. 

Delegate:  R.  C.  Jahraus,  M.D. 

Alternate:  Barbara  Spears,  M.D. 

Councilor:  C.  L.  Swanson,  M.D. 

Utilization  Review:  Drs.  Askwig,  Lindbloom  & Ties- 
zen 

Censors:  Drs.  Askwig,  Zakahi  & Tieszen 

The  State  President,  W.  R.  Taylor,  M.D.  and  Robert 
D.  Johnson,  Executive  Secretary  of  the  Society,  were 
special  guests. 

Matters  pertaining  to  the  legislative  session  were 
discussed. 

A prior  meeting  was  held  on  November  14,  1972, 
called  to  act  on  matters  coming  before  the  House  of 
Delegates,  such  as  the  Physician’s  Assistants  Pro- 
gram. A guest  of  the  Society  at  the  meeting  was  Dr. 
R.  S.  Westaby  of  the  State  Department  of  Health. 

Respectfully  submitted, 

C.  L.  Swanson,  M.D. 

Councilor 

Fourth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Fourth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

The  first  meeting  was  held  on  August  23,  1972,  at 
which  time  the  President,  Dr.  W.  R.  Taylor  of  Aber- 
deen, made  his  annual  visit.  He  spoke  on  the  Medical 
Education  Study  Committee.  The  State  Executive 
Secretary,  Mr.  Robert  D.  Johnson,  was  present  and 
talked  to  the  group  regarding  some  of  the  problems 
involving  our  State  Medical  Association. 

The  next  meeting  was  on  October  2,  1972.  The  pro- 
gram was  presented  by  Dr.  James  Kieran  of  Berkeley, 
California,  who  talked  on  the  subject  of  emphysema. 

The  next  meeting  was  on  November  9,  1972.  At  this 
meeting  Dr.  Roscoe  Dean  of  Wessington  Springs  dis- 
cussed the  Nurses’  Practice  Act.  There  was  also  con- 
siderable discussion  of  the  Chiropractic  Act  and  it 
was  also  moved  at  this  meeting  that  we  certify  the 
need  for  a doctor  at  Woonsocket,  South  Dakota,  as 
they  were  applying  to  the  government  to  place  a 
doctor  at  this  town. 

The  next  meeting  was  on  March  13,  1972.  This  was 
strictly  a business  meeting,  at  which  time  the  dele- 
gates to  the  State  meeting  in  June  were  determined. 
Also  nominations  for  the  Nominating  Committee  were 
made.  A letter  was  read  from  the  State  Department 
of  Public  Welfare  requesting  a regional  medical  con- 
sultant from  our  area.  Dr.  Paul  Tschetter  was  nomin- 
ated and  elected  for  this  position. 

There  will  be  one  more  meeting  in  May  prior  to  the 
annual  meeting,  for  the  purpose  of  instructing  our 
Councilor  and  delegates  for  the  forthcoming  annual 
meeting  in  Rapid  City. 

Respectfully  submitted, 

F.  D.  Leigh,  M.D. 

Councilor 

Fifth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Fifth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

Two  meetings  were  held,  one  in  October,  1972,  and 
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the  other  in  March,  1973.  At  the  October  meeting,  the 
election  of  officers  was  made,  with  the  selection  of 
Dr.  E.  A.  Schabauer  as  president,  Dr.  J.  0.  Judge  as 
vice-president,  Dr.  J.  T.  Berry  as  secretary-treasurer. 
Dr.  R.  G.  Gere  and  Dr.  J.  0.  Mabee  were  named  dele- 
gates and  Dr.  C.  M.  Loos  and  Dr.  C.  D.  Monson  as  al- 
ternates for  the  coming  state  convention.  At  the  same 
meeting,  the  President  of  the  State  Medical  Society, 
Dr.  Taylor,  and  the  Executive  Secretary,  Mr.  John- 
son, were  present  and  gave  a variety  of  information, 
primarily  relating  to  legislative  endeavors  as  well  as 
the  prospects  for  a four-year  medical  school. 

In  the  March  meeting,  the  matter  of  a delegate  to 
AMPAC  (American  Political  Action  Committee)  was 
brought  up,  and  after  a discussion  period,  the  motion 
to  table  the  whole  matter  was  made  and  passed.  At 
the  March  meeting,  the  scientific  presentation  on  gen- 
etics and  genetic  counseling  was  presented  by  Dr. 
Virginia  Johnson,  who  was  from  the  University  of 
South  Dakota. 

Respectfully  submitted 

Harvard  Lewis,  M.D. 

Councilor 

Sixth  District  Medical  Society 

The  Reference  Committee  reviewed,  the  report  of  the 
Councilor  from  the  Sixth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  SEVENTH  DISTRICT 

COUNCILOR 

The  7th  District  was  saddened  by  the  accidental 
death  of  Dr.  Robert  Olson  in  the  fall  of  1972. 

The  7th  District  holds  a Board  of  Directors  meet- 
ing in  the  evening  prior  to  each  of  the  monthly  meet- 
ings of  the  7th  District  which  convenes  in  September 
and  runs  through  May  each  year. 

The  7th  District  elected  new  officers  at  the  De- 
cember meeting,  and  the  President  for  the  present 
year  is  Dr.  Denny  Ortmeier,  the  Vice  President  is  Dr. 
James  Shaeffer,  Dr.  Karl  Wegner  is  the  Secretary  and 
Dr.  Robert  Giebink  remains  the  Treasurer. 

Some  members  of  the  7th  District  have  continued  to 
be  concerned  about  the  Basic  Science  Law  and  its  li- 
censure fee  and  this  has  been  discussed  at  great  length 
by  the  7th  District,  but  no  action  has  been  taken  by 
the  body  of  the  7th  District  regarding  this  matter. 

The  7th  District  discussed  at  length  and  supported 
the  concept  of  the  pilot  program  for  a degree  granting 
medical  school.  However,  they  felt  very  definitely  that 
the  office  of  Vice  President  in  charge  of  Health  Af- 
fairs should  be  abolished. 

The  7th  District  considered  the  question  of  licensing 
the  physicians  assistants  and  voted  that  any  legisla- 
tion be  held  in  abeyance  until  national  standards  for 
such  licensing  has  been  established. 

Dr.  Taylor  visited  the  Society  in  December  and  dis- 
cussed the  medical  education  proposal  in  South  Dako- 
ta. His  talk  was  appreciated  and  received  well  be 
the  members. 

Dr.  Denny  Ortmeier  was  nominated  for  the  State 
Nominating  Committee  at  the  State  meeting  in  Rapid 
City,  to  be  held  in  June,  1973. 

The  Society  has  regular  scientific  programs,  both 
from  the  membership  at  some  of  the  meetings  and 
from  traveling  guests  at  other  meetings.  These  were 
informative  and  enjoyed  by  all. 

Respectfully  submitted, 

Bernard  J.  Begley,  M.D. 

Councilor 

Seventh  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Seventh  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILOR 

The  officers  of  the  Eighth  District  Medical  Society 
for  1973  are  as  follows: 

President,  K.  A.  Muckala,  M.D. 

Vice  President,  C.  R.  Herbrandson,  M.D. 

Secretary,  D.  R.  Holzwarth,  M.D. 

Treasurer,  Mel  Jameson,  M.D. 


Three  meetings  were  held  during  the  past  year, 
September  21,  1972;  December  7,  1972;  and  April  5, 
1973.  All  meetings  were  held  in  Yankton. 

Of  special  note  was  the  December  meeting  in  which 
all  of  our  legislators  from  Bon  Homme,  Yankton  and 
Clay  counties  were  invited  to  participate.  A round 
table  discussion  was  held  regarding  the  Medical  School 
which  included  a representative  from  the  second  year 
Medical  School  class;  Dr.  Scott,  acting  Dean  of  the 
Medical  School;  Dr.  William  Taylor,  president  of  the 
State  Medical  Association;  and  Dr.  C.  B.  McVay. 

At  the  April  meeting,  considerable  discussion  was 
held  on  the  degree-granting  medical  school  proposal 
and  what  steps  should  be  taken  in  preparation  for  the 
1974  legislative  session.  A resolution  was  adopted  en- 
couraging continued  participation  by  the  State  Medi- 
cal Association  in  the  effort  to  obtain  a degree  grant- 
ing school  of  medicine  for  South  Dakota. 

Respectfully  submitted, 

Duane  B.  Reaney,  M.D. 

Councilor 

Eighth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Eighth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  NINTH  DISTRICT 
COUNCILOR 

During  1972,  the  Black  Hills  District  held  meetings 
in  March,  April,  May,  September  and  October,  all 
of  these  being  held  in  Rapid  City. 

Scientifically,  the  meetings  included  discussion  of 
heart  screening  in  school  children,  air  transport  of  the 
new  born  as  developed  at  the  University  of  Colorado, 
discussion  of  the  current  practice  of  medicine  in  Afri- 
ca as  described  by  Dr.  Palmerton,  a presentation  of 
formats  of  Medical  Legal  Panels  as  developed  in 
Montana  and  Colorado,  and  finally  the  annual  Presi- 
dential visit  of  Dr.  Taylor  in  October.  All  of  these 
were  well  received  and  it  would  appear  that  the  screen- 
ing of  school  children,  the  air  transportation  of  the 
new  born,  and  the  development  of  Medical  Legal  Pan- 
els will  all  occupy  some  time  from  the  District  in  the 
ensuing  year. 

From  a business  point  of  view  the  early  meetings 
of  the  year  were  concerned  largely  with  the  approach- 
ing State  Medical  meeting  and  instructions  for  dele- 
gates thereto,  participation  of  the  District  in  the 
greater  Black  Hills’  area  Experimental  Health  Serv- 
ices Delivery  System,  and  participation  both  person- 
ally and  financially  in  the  scheduled  Seminar  on  Death 
and  Dying  to  be  held  in  Rapid  City  on  June  9 and  10. 
As  is  well  known,  eventually  the  Seminar  was  can- 
celled because  of  events  beyond  our  control.  But  the 
community  was  given  a very  bitter  lesson  in  Death 
and  Dying  on  the  scheduled  dates. 

The  latter  half  of  the  year  was  spent  primarily  in 
discussing  actions  taken  at  the  State  Medical  meet- 
ing, considerable  discussion  on  the  future  of  Medical 
Education  in  South  Dakota,  and  further  discussion  on 
Medical  Legal  Panels.  It  can  be  seen  that  these  items 
also  will  present  problems  for  the  future. 

Officers  for  the  following  year  are:  William  Jones, 
M.D.,  Sturgis,  President;  Joseph  Kovarik,  M.D.,  Rapid 
City,  Vice  President;  Arthur  Barrett,  M.D.,  Rapid  City, 
Secretary;  Thomas  Mead,  M.D.,  Spearfish,  Councilor. 

Respectfully  submitted, 

E.  T.  Ruud,  M.D., 

Ex-Councilor 
Thomas  E.  Mead,  M.D. 

Councilor 

Ninth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  from  the 
Councilors  from  the  Ninth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 

There  were  three  meetings  held  in  1972;  one  in  the 
summer,  fall  and  winter.  The  Presidential  Visitation 
Meeting  was  held  in  January  at  Winner,  South  Da- 
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kota,  and  Mr.  Bob  Johnson  was  present.  Scientific 
presentations  were  held  at  all  of  the  meetings  except 
the  Presidential  Visitation. 

Officers  are: 

President:  K.  K.  Verma,  M.D. 

Secretary-Treasurer:  R.  L.  Stiehl,  M.D. 

Councilor:  M.  R.  Cosand,  M.D. 

Respectfully  submitted, 

M.  R.  Cosand,  M.D. 

Councilor 

Tenth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Tenth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  ELEVENTH  DISTRICT 
COUNCILOR 

During  the  year,  Dr.  R.  R.  Lawrence  was  elected 
President  and  Dr.  L.  M.  Linde,  Secretary,  for  the 
Northwest  District  Medical  Society  for  1973.  We  were 
visited  by  Dr.  Taylor,  President,  who  discussed  cur- 
rent problems  of  the  South  Dakota  Medical  Associa- 
tion with  particular  emphasis  on  medical  education 
crisis  and  plans  of  presenting  to  the  Legislature  of 
South  Dakota,  the  Medical  Association’s  proposals. 

We  have  continued  plans  of  monthly  meetings  with 
guest  speakers  which  has  worked  out  well  for  us,  and 
we  have  been  especially  pleased  with  the  attendance 
of  physicians  from  surrounding  districts  at  these 
special  meetings.  We  are  grateful  for  their  presence; 
they  add  to  the  meetings  and  make  them  a better  suc- 
cess. 

My  district  has  asked  me  to  request  the  Medical 
Association  and  the  Committee  on  Continuing  Medical 
Education  for  material  on  Continuing  Medical  Educa- 
tion such  as  films,  tapes,  with  special  emphasis  on 
forming  a list  of  medical  doctors  in  the  State  who 
would  be  particularly  interested  and  willing  to  come 
to  the  outlying  districts  for  lectures  and  presentations. 

Respectfully  submitted, 

J.  E.  Ryan,  M.D. 

Councilor 

Eleventh  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Eleventh  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  TWELFTH  DISTRICT 
COUNCILOR 

A meeting  was  held  on  July  19,  1972,  at  the  Pick- 
erel Lake  Lodge.  Dr.  Batt  introduced  his  physician 
assistant,  a former  Air  Force  Corpsman  stationed 
at  Thule  Air  Base  in  Greenland.  A brief  slide  presen- 
tation of  the  corpsman’s  experience  in  Greenland  was 
presented  as  the  medical  program. 

On  October  11,  1972,  the  Whetstone  Valley  District 
Medical  Society  met  at  Milbank  with  Dr.  William 
Taylor,  State  President  of  the  Medical  Association,  in 
attendance.  He  informed  us  of  the  necessity  of  a four- 
year  medical  school  in  South  Dakota.  Dr.  B.  Hanson, 
ophthalmologist  of  Watertown,  S.  D.,  gave  a presen- 
tation on  red  eye. 

A professional  medical  meeting  was  held  at  The 
Galley  in  Webster,  on  February  16,  1973.  Dr.  T.  Bunker 
of  Aberdeen,  S.  D.,  presented  a professional  program 
on  ear,  nose  and  throat  office  practice  problems. 

Respectfully  submitted, 

Eldon  Bell,  M.D. 

Councilor 

Twelfth  District  Medical  Society 

The  Reference  Committee  reviewed  the  report  of  the 
Councilor  from  the  Twelfth  District  Medical  Society  and 
recommends  the  approval  of  this  report. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL 
RELATIONS 

There  have  been  three  meetings  of  the  Commission 
since  the  last  meeting  of  the  House  of  Delegates, 
September  23,  1972,  January  17,  1973,  and  March  31, 


1973.  Minutes  of  the  meetings  are  appended  herein- 
after. The  South  Dakota  State  Medical  Association 
and  members  of  the  Commission  entertained  members 
of  the  Senate-House  Health  Affairs  Committee  in 
Pierre,  on  January  17,  1973.  The  Commission  has  been 
represented  at  all  meetings  of  the  Council  of  the 
SDSMA  by  the  Chairman.  The  Chairman  of  the  Com- 
mission also  attended  the  1973  Session  of  the  South 
Dakota  Legislature  for  one  week  during  the  time  the 
attention  of  the  State  was  focused  on  the  Medical 
School.  The  Commission  was  represented  by  the 
Chairman  at  a special  meeting  to  consider  the  Battered 
Child  Law  on  October  11,  1972,  the  North  Central  Med- 
ical Conference  in  Minneapolis,  on  October  22  and  23, 
1972,  and  at  two  meetings  of  the  Crippled  Children’s 
Advisory  Committee,  in  Sioux  Falls  on  September  27, 
1972,  and  in  Pierre,  on  February  23,  1973. 

The  minutes  of  the  three  Commission  meetings  are 
as  follows: 

September  23,  1972 
Howard  Johnson  Motor  Lodge 
Rapid  City,  S.D. 

Members  present:  Doctors  Hayes,  Lillard,  Tesar, 
Harris,  Zvejnieks  and  Gregg  and  student  representa- 
tive Richard  Honke.  Members  excused:  Dr.  Church. 
Also  present  Doctors  W.  R.  Taylor  and  E.  H.  Hein- 
richs and  Mr.  Robert  Johnson. 

Matters  considered  by  the  Commission: 

1.  A report  was  presented  by  Dr.  W.  R.  Taylor  rep- 
resenting the  Ad  Hoc  Committee  on  Medical  Educa- 
tion. To  date  this  Committee  has  not  finalized  its 
work,  but  will  do  so  soon.  It  was  M/S/P  (Hayes/Lil- 
lard)  that  this  Commission  thank  the  Ad  Hoc  Com- 
mittee for  all  of  their  diligent  work  and  recommend 
that  its  report  be  forwarded  to  the  Council  and  to  the 
Legislature. 

2.  It  was  announced  to  the  Commission  that  it  has 
been  requested  by  the  Council  of  the  SDSMA  that  the 
Chairman  of  this  Commission  or  his  representative 
attend  all  Council  meetings  so  as  to  provide  closer 
liaison  between  the  Council  and  the  Commissions. 

3.  Attendance  at  this  Commission  meeting  today 
was  good.  However,  attendance  at  various  Commission 
meetings  in  the  past  has  been  poor.  For  this  reason  it 
behooves  every  member  of  each  Commission  to  make 
a determined  effort  to  attend  the  meetings  of  the  Com- 
mission. 

4.  The  proposed  compact  with  Colorado  to  educate 
the  handicapped  was  discussed  at  some  length.  It  was 
M/S/P  (Hayes /Harris)  that  the  SDSMA  support  the 
idea  of  vocational  rehabilitation  to  include  collegiate 
education  when  and  where  necessary  and  support  dir- 
ected toward  adequate  funding  of  Vocational  Rehab- 
ilitation. It  is  suggested  that  State  funds  be  directed 
toward  the  Vocational  Rehabilitation  because  of  its 
ability  to  receive  much  more  adequate  federal  match- 
ing funds. 

5.  The  matter  of  communication  between  the  Man- 
ager of  a South  Dakota  Medical  Clinic  and  the  State 
Health  Officer  concerning  reorganization  of  billing 
techniques  to  the  Crippled  Children’s  Services  and 
other  matters  pertaining  to  the  Crippled  Children’s 
Services  was  discussed  by  Dr.  Hayes.  In  view  of  the 
fact  that  there  is  to  be  a meeting  within  the  next  week 
of  selected  members  of  the  SDSMA  and  the  State 
Health  Officer  to  consider  reorganization  of  the  Crip- 
pled Children’s  Program  it  was  felt  that  this  Commis- 
sion should  take  no  action  on  this  matter  at  the  pres- 
ent moment.  Dr.  Hayes  will  report  back  to  this  Com- 
mission by  letter. 

6.  The  subject  of  obtaining  donor  eyes  by  morti- 
cians as  outlined  in  correspondence  from  Mr.  Howard 
Hanson  and  the  reply  to  a survey  relating  to  this  sub- 
ject of  the  Ophthalmologists  and  the  Pathologists  of 
South  Dakota  was  discussed.  It  was  M/S/P  (Zvejnieks/ 
Lillard)  that  whenever  possible  the  eye  specimens  be 
removed  by  a physician.  However,  when  a physician 
is  not  available  that  a properly  trained  mortician  may 
be  allowed  to  remove  the  eyes. 

7.  Changes  in  the  Battered  Child  Law.  No  report 
now,  but  the  Pediatric  Association  will  have  one  later. 
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8.  Discussion  on  legislation  activities  at  the  nation- 
al level  by  Dr.  A.  A.  Lampert.  Dr.  Lampert  was  un- 
able to  attend,  but  several  items  including  noise  pol- 
lution legislation,  changes  in  OSHA,  and  legislation 
pertaining  to  strikes  by  hospital  employees  were  pre- 
sented briefly  by  Dr.  Gregg. 

9.  Mr.  Johnson  requested  that  all  Commission  mem- 
bers make  plans  to  attend  a dinner  with  the  State 
Health  and  Welfare  Committee  on  January  17,  1973, 
6:30  p.m.  at  the  Pierre  Elks  Club,  to  meet  and  help 
entertain  these  legislators. 

10.  Resolution  from  the  House  of  Delegates  regard- 
ing the  funding  of  Intern  and  Residency  programs  in 
the  Sioux  Falls  hospitals  was  discussed  at  some  length. 
It  was  the  feeling  of  the  Commissioners  that  the  SD 
SMA  should  defer  any  action  on  this  resolution  until 
the  subject  of  the  Medical  School  has  been  resolved 
and  its  funding  settled.  It  was  also  the  feeling  of  the 
Commissioners  that  if  possible,  the  Internship  and  Res- 
idency programs  should  be  a part  of  the  Medical  School 
program.  It  was  M/S/P  (Hayes/Harris)  that  the 
SDSMA  defer  any  action  on  this  matter  until  the  fate 
of  the  Medical  School  in  South  Dakota  has  been  de- 
cided. 

11.  PKU  testing  legislation.  After  a brief  presenta- 
tion by  Dr.  Heinrichs  and  much  discussion  was  M/S/P 
(Lillard/ Hayes)  that  this  Commission  recommend  that 
the  SDSMA  favor  the  adoption  of  a public  policy  law 
covering  the  matter  which  contains  a paragraph  com- 
parable to  the  Nebraska  Law,  Paragraph  71-604.03 
(Metabolic  Disorders;  Newborn;  Tests.  The  test  for 
detecting  metabolic  disorders  of  the  newborn  infant, 
as  prescribed  by  the  Department  of  Health  shall  in- 
clude, but  not  be  limited  to  the  testing  for  excessive 
phenylalanine  in  the  serum  of  the  newborn.)  It  was 
further  recommended  that  the  State  Health  Officer 
be  empowered  to  accomplish  this  test  at  the  indicated 
time  in  the  newborn  infant.  There  was  one  dissenting- 
vote  by  Dr.  Tesar. 

12.  Possible  changes  in  the  Blue  Shield  enabling  law 
to  admit  Podiatrists.  It  was  M/S/P  (Tesar/Lillard) 
that  the  SDSMA  reaffirm  its  previous  stand. 

13.  Abortion  legislation.  It  was  M/S/P  (Tesar/ 
Hayes)  that  the  SDSMA  reaffirm  its  previous  position 
regarding  this  matter. 

14.  Medical  School  budget  for  1973-74.  It  was  M/S/ 
P (Tesar/Hayes)  that  this  Commission  go  on  record 
as  recommending  to  the  Special  Ad  Hoc  Committee 
that  they  recommend  to  the  legislature  of  South  Da- 
kota that  the  budget  of  $1,367,878  be  made  available 
for  the  Medical  School  Program. 

15.  Health  Professions  Loan  Fund.  The  final  bud- 
get for  this  fund  has  not  been  announced  yet.  It  was 
the  concensus  of  the  Commission  that  the  SDSMA 
should  go  on  record  as  supporting  the  budget  as  it 
will  be  proposed. 

16.  Uniform  Physical  Examination  Report  forms  for 
institutions  of  higher  learning  in  South  Dakota  was 
discussed  briefly.  No  action. 

17.  Tax  legislation.  A brief  report  was  made  by  Mr. 
Johnson  but  no  action  was  taken  by  the  Commission. 

18.  A meeting  on  occupational  health  held  in  Chi- 
cago ten  days  ago  was  not  attended  by  a member  of 
this  Commission  because  there  was  very  little  material 
to  be  presented  at  the  meeting  which  would  be  really 
pertinent  to  the  SDSMA. 

19.  Mr.  Daniel  W.  Nixon  who  is  a Staff  Representa- 
tive of  the  Health  Insurance  Association  of  America 
will  appear  at  the  next  meeting  of  this  Commission 
to  discuss  health  insurance  legislation  on  a national 
level. 

20.  Nurse-Assistant  Program  was  discussed  by  Dr. 
Hayes.  It  seems  to  be  doing  well  and  eventually  Dr. 
Hayes  feels  that  enabling  legislation  for  Physician’s 
Assistants  of  various  categories  will  have  to  be  con- 
sidered. There  may  be  such  legislation  introduced  into 
the  coming  session  of  the  South  Dakota  legislature. 

21.  Mr.  Johnson  reported  that  the  South  Dakota 
Board  of  Medical  and  Osteopathic  Examiners  are  going 
to  have  to  amend  the  Medical  Practice  Act  to  allow  the 
use  of  FLEX  examinations  in  South  Dakota  so  as  to 


be  able  to  reciprocate  with  the  other  forty-nine  states. 
When  this  is  done  it  will  be  necessary  to  raise  the  fee 
for  the  examination  to  $100  and  the  reciprocity  fee 
from  $90  to  $100.  It  will  also  be  necessary  to  raise  the 
renewal  free  from  $10  to  possibly  $15.  It  is  further 
contemplated  that  the  Physician’s  Assistant  Practi- 
tioners be  considered  under  the  revised  Medical  Prac- 
tice Law.  It  was  M/S/P  (Tesar/Lillard)  that  the 
SDSMA  endorse  the  action  of  the  South  Dakota  Board 
of  Medical  and  Osteopathic  Examiners  and  that  this 
Association  be  kept  informed  of  the  changes. 

22.  Further  meetings  of  this  Commission  will  be 
announced  insofar  as  place  and  time  are  concerned. 

23.  It  was  M/S/P  (Tesar/Lillard)  that  this  Com- 
mission recommend  to  the  Council  that  Mr.  Robert 
Johnson  and  Dr.  J.  B.  Gregg  be  empowered  to  act  for 
the  Association  at  the  next  legislative  session.  When- 
ever possible,  the  Commissioners  and  the  Officers  of 
the  Association  will  be  contacted  prior  to  any  action. 

January  17,  1973 
Holiday  Inn,  Pierre,  S.D. 

The  meeting  was  called  to  order  by  Chairman,  J.  B. 
Gregg,  M.D.,  at  2:30  p.m.  Those  present  for  roll  call 
were  Drs.  R.  W.  Honke,  R.  H.  Hayes,  J.  B.  Gregg,  and 
Mr.  Richard  Honke,  student  representative,  and  Dr. 
William  Taylor,  President  of  the  State  Medical  Associ- 
ation, and  Mr.  Robert  Johnson. 

The  Commission  received  an  update  on  all  legisla- 
tion which  has  been  introduced  in  the  session  thus  far 
and  reviewed  comments  made  by  Governor  Richard 
Kneip  during  his  State  of  the  State  address. 

The  Commission  spent  a great  deal  of  time  discuss- 
ing the  Physician  Assistant  program.  After  consider- 
able discussion  Dr.  Robert  Hayes  moved  that  the  Com- 
mission go  on  record  as  supporting  the  Physician  As- 
sistant Program  which  is  being  introduced  into  the 
legislature.  Dr.  Honke  seconded  the  motion  and  it  was 
carried.  The  Commission  further  recommended  that  a 
conference  call  be  placed  with  the  Executive  Commit- 
tee of  the  State  Medical  Association,  also  to  include 
Dr.  R.  H.  Quinn  and  Dr.  B.  J.  Begley,  such  conference 
call  to  be  held  on  January  19,  1973.  The  meeting  ad- 
journed at  4:30  p.m. 


March  31,  1973 
The  Plateau 

Watertown,  South  Dakota 

The  meeting  was  called  to  order  at  1:00  p.m.  by 
R.  W.  Honke,  M.D.,  Acting  Chairman.  Present  were 
Drs.  R.  W.  Honke,  R.  G.  Gere,  K.  Zvejnieks,  Robert 
Hayes  and  Bill  Church.  Also  in  attendance  were  W.  R. 
Taylor,  M.D.,  L.  D.  Taylor,  M.D.  and  Bob  Johnson. 

A motion  was  made,  seconded  and  carried  to  dis- 
pense with  the  reading  of  the  minutes  of  the  previous 
meeting  inasmuch  as  they  have  been  published. 

A report  on  the  1973  legislative  session  was  made  by 
Dr.  Taylor,  Dr.  Hayes  and  Mr.  Johnson.  A discussion 
of  the  medical  school  proposal  was  held.  No  recom- 
mendations were  made  by  the  Commission  regarding 
future  legislative  matters  concerning  the  medical 
school. 

The  Commission  then  considered  a letter  from  a 
South  Dakota  physician  regarding  the  Basic  Science 
Law.  Dr.  Church  moved  that  the  executive  secretary 
be  directed  to  answer  the  letter  in  the  manner  dis- 
cussed at  the  Commission  meeting  — that  the  5 year 
waiver  provision  and  utilization  of  FLEX  examina- 
tions will  eliminate  many  of  the  problems  regarding 
Basic  Science.  The  motion  was  seconded  and  carried. 

Dr.  Church  moved  that  the  Commission  go  on  record 
as  favoring  retention  of  the  Basic  Science  Law  because 
it  is  the  only  instrument  we  have  to  control  the  prac- 
tice of  quackery  in  South  Dakota  because  of  the  in- 
junctive prerogative  which  the  Board  of  Medical  Ex- 
aminers does  not  have  nor  does  any  other  practice 
board  in  this  State.  The  motion  was  seconded  and  car- 
ried. 

The  Commission  discussed  possible  legislation  con- 
cerning malpractice  which  would  require  that  a bond 
be  posted  by  the  plaintiff  as  security  for  costs  of  de- 
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fense  if  the  suit  was  without  legal  merit  or  frivolous. 
No  action  was  taken  by  the  Commission.  Dr.  Hayes 
stated  that  a Massachusetts  court  has  ruled  that  a 
plaintiff  can  be  countersued  if  a suit  does  not  have 
legal  merit.  This  ruling  provides  a precedent  for  this 
type  of  action. 

A discussion  was  held  on  the  Governor’s  reorganiza- 
tion plan  as  it  may  affect  the  Board  of  Medical  and 
Osteopathic  Examiners. 

Mr.  Johnson  asked  that  doctors  in  South  Dakota 
personally  thank  the  legislators  who  assisted  medi- 
cine during  the  legislative  session. 

A discussion  was  held  on  meeting  with  Congression- 
al representatives  to  present  the  views  of  medicine  on 
national  legislative  matters.  The  Commission  suggested 
that  the  Council  consider  the  possibility  of  setting 
aside  time  for  members  of  the  South  Dakota  Congres- 
sional delegation  to  come  in  for  a discussion  on  na- 
tional legislative  matters. 

The  Commission  also  suggested  that  an  item  be 
placed  in  the  Grab  Bag  indicating  that  Representa- 
tive Denholm  is  interested  in  receiving  opinions  from 
the  medical  profession  on  the  proposals  presently  be- 
fore Congress  regarding  medicine.  It  was  also  sug- 
gested that  a summary  of  the  present  legislation  be 
included  for  the  information  of  the  physicians  in 
South  Dakota. 

Mrs.  William  Taylor  spoke  briefly  as  Legislation 
Chairman  for  the  Women’s  Auxiliary.  The  Commission 
indicated  that  the  legislative  representative  of  the 
Auxiliary  should  be  invited  to  future  meetings  of  the 
Commission  to  improve  liaison  between  the  two  groups. 
The  meeting  adjourned  at  3:30  p.m. 

This  was  an  eventful  year  in  Pierre  with  many  trials 
and  tribulations.  The  largest  item  of  business,  the 
degree-granting  Medical  School  has  been  postponed 
another  year  and  may,  in  effect,  have  been  lost.  Be- 
cause there  is  still  much  indecision  among  the  medi- 
cal group  of  South  Dakota  as  to  their  actual  desires 
in  this  matter,  the  position  of  the  Commission  on 
Legislation  and  Governmental  Relations  and  the  lob- 
byists for  the  Association  as  well  as  the  Association 
itself  have  been  put  into  a somewhat  compromised 
position.  — Although  the  Chiropractic  and  Podiatry 
problems  have  been  bypassed  for  the  moment,  they 
will  undoubtedly  come  up  again  in  future  sessions  of 
the  legislature.  — Changes  in  the  Medical  Practice  Act 
may  help  facilitate  ingress  of  physicians  into  South 
Dakota.  As  of  this  moment  there  are  no  other  apparent 
large  problems  pending  the  next  Session  of  the  Legis- 
lature. 

Special  recognition  and  thanks  should  be  extended 
by  the  Association  to  Doctors  W.  R.  Taylor,  R.  Bar- 
tron  and  to  Mr.  Robert  Johnson  for  the  tremendous 
amount  of  work  which  they  did  to  aid  the  efforts  of 
this  Association  in  the  past  Session  of  the  Legisla- 
ture. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D. 

Commission  on  Legislation  and 
Governmental  Relations 

The  Reference  Committee  considered  the  Report  of  the 
Commission  on  Legislation  and  G overnmcntal  Relations. 
IV e recommend  that  special  recognition  be  given  to  all  the 
men  who  worked  so  vigorously  for  the  Medical  School.  The 
committee  recommends  the  acceptance  of  this  report. 

REPORT  OF  THE  COMMISSION 
ON  INTERNAL  AFFAIRS 

The  Commission  has  met  twice  during  the  past  year. 
One  meeting  was  held  in  Rapid  City  on  September  23, 
1972.  The  second  meeting  was  held  in  Watertown  on 
March  31,  1973. 

The  following  members  of  the  medical  profession 
in  South  Dakota  have  died  since  the  last  annual  meet- 
ing: 

R.  C.  Crowder,  M.D.,  Rapid  City,  died  in  June,  1972. 

D.  R.  Mabee,  M.D.,  Mitchell,  died  in  July,  1972. 

F.  W.  Haas,  M.D.,  Yankton,  died  in  July,  1972. 

N.  J.  Sundet,  M.D.,  Kadoka,  died  in  July,  1972. 


R.  G.  Olson,  M.D.,  Sioux  Falls,  died  in  November, 
1972. 

G.  J.  VanHeuvelen,  M.D.,  Pierre,  died  in  Decem- 
ber, 1972. 

B.  F.  King,  M.D.,  Aberdeen,  died  in  December,  1972. 
A.  M.  Semones,  M.D.,  Lead,  died  in  December,  1972. 
R.  D.  Green,  M.D.,  Sioux  Falls,  died  in  January,  1973. 
F.  C.  Totten,  M.D.,  Lemmon,  died  in  February,  1973. 
Peter  Kryger,  M.D.,  Deadwood,  died  in  April,  1973. 
R.  J.  Quinn,  M.D.,  Sioux  Falls,  died  in  April,  1973. 
Following  is  a financial  report  from  the  Health 
Careers  Loan  Fund  Program  for  the  past  year: 

Balance  in  Savings  Account 


March  1,  1972  $10,537.73 

Income 

Interest  $ 656.28 

Principal  1,393.00 


$ 2,049.28  2,049.28 

Disbursements 


Loans  (13)  $ 6,175.00 

Cert,  of  Dep.  5,000.00  11,175.00 


$11,175.00  $ 1,412.00 

Balance  in  Savings  Account  March  1,  1973  __$  1,412.00 


The  Commission  recommended  that  a proposal  for 
amending  the  Overhead  Expense  Protection  group  in- 
surance be  accepted  and  offered  to  members.  This 
has  been  accomplished. 

The  Commission  has  reviewed  the  three  bylaw 
changes  which  are  included  in  the  Handbook.  The 
Commission  recommends  adoption  of  the  proposed 
revision  of  the  Commission  structure.  The  Commis- 
sion did  not  make  a recommendation  on  the  two  pro- 
posals to  change  the  makeup  of  the  Council  inas- 
much as  we  did  not  feel  we  have  a sufficient  number 
of  members  in  attendance  to  express  an  opinion.  A 
proposal  to  provide  specialty  society  representation 
in  the  House  of  Delegates  of  the  State  Association 
was  discussed  but  no  action  was  proposed. 

The  Budget  and  Audit  Committee  was  appointed 
from  the  Commission  and  the  proposed  budget  for 
1973-74  is  attached.  This  budget  has  been  approved 
by  the  Commission  and  the  Council. 


Respectfully  submitted, 

E.  A.  Rudolph,  M.D.,  Chairman 
Commission  on  Internal  Affairs 


OTOLARYNGOLOGY  FOR  THE 
FAMILY  PRACTITIONER 

The  University  of  Miami  School  of  Medicine, 
Department  of  Otolaryngology,  is  presenting 
a postgraduate  course  entitled  “Otolaryngology 
for  the  Family  Practitioner.”  The  course  will 
be  held  October  26-27,  1973,  at  the  Playboy 
Plaza  in  Miami,  Florida  and  it  is  accredited  by 
the  AAGP.  For  information  write: 

Bruce  W.  Weissman,  M.D. 

Assistant  Professor 
Department  of  Otolaryngology 
University  of  Miami 
School  of  Medicine 
P.O.  Box  875,  Biscayne  Annex 
Miami,  Florida  33152 
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SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
PROPOSED  BUDGET  1973-74 
INCOME 

Proposed 


Item  1973-74 

State  Dues  $57,000.00 

Annual  Meeting  9,200.00 

Refunds  & Mise. 2,080.00 

Interest  

Car  Reimbursement  250.00 

Administrative  Reimbursement  2,340.00 

EXPENSES 

Item 

Salary,  Executive  $ 9,600.00 

Salary,  Other  12,600.00 

Social  Security  1,300.00 

Legal  & Audit  3,500.00 

Telephone  & Telegraph  _ __  1,600.00 

Office  Supplies  2,500.00 

Dues  & Subscriptions  750.00 

Physician  Travel  4,000.00 

Annual  Meeting  8,000.00 

Public  Relations  4,500.00 

Rent  3,000.00 

Miscellaneous  100.00 

Postage  3,000.00 

Legislative  Expense  2,000.00 

Medical  School  Endowment  200.00 

Car  Expense  1,200.00 

Clinical  Pathology  200.00 

Staff  Travel  ; 5,000.00 

Insurance  300.00 

Employment  Tax  50.00 

Employee  Relations  4,600.00 

Taxes  200.00 

Auxiliary  Newsletter  __  700.00 


$68,900.00 


Reserve  1,970.00 


$70,870.00 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 
PROPOSED  BUDGET  1973-74 


INCOME 

Proposed 

Item  1973-74 

Advertising  $15,000.00 

Subscriptions  600.00 

Miscellaneous  600.00 

Refunds  800.00 


$17,000.00 

Proposed 
1973-74 
$ 720.00 

2,400.00 
100.00 


100.00 

90.00 

12,840.00 

750.00 


$17,000.00 

BUILDING  FUND 
PROPOSED  BUDGET  1973-74 
INCOME 

Item 

Blue  Shield  Rent  _ 

Association  Rent 

Journal  Rent  

Board  of  Examiners  Rent 


$39,960.00 


Proposed 

1973-74 

__  $36,360.00 
3,000.00 


600.00 


EXPENSES 

Item 

Salary,  Editor 

Salary,  Staff  . 

Legal  & Audit  _ 

Telephone  & Telegraph 

Social  Security  

Office  Supplies 


EXPENSES 

Proposed 

Item  1973-74 

Salaries,  Staff  & Janitor  $ 6,300.00 

Repair,  Supplies,  & Improvements 4,000.00 

Utilities  6.000.00 

Interest  : 4,400.00 

Repayment  of  Loan 12,040.00 

Legal  & Audit 800.00 

Taxes  & Insurance  6,420.00 


$39,960.00 

The  committee  considered  the  Report  of  the  Commission 
on  Internal  Affairs  and  recommends  the  acceptance  of  this 
report. 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  SERVICE 

The  first  meeting  of  the  Commission  was  held  on 
September  16,  1972,  at  the  Kochi  Motel  in  Yankton, 
South  Dakota.  Two  other  meetings  were  held  through- 
out the  state,  one  at  Huron  and  one  at  Aberdeen. 

At  the  first  meeting  in  September,  we  were  asked 
that  a member  of  the  Commission  or  the  chairman 
represent  the  Medical  Service  Commission  at  each 
Council  meeting  to  discuss  the  recommendations  of 
the  Commission  and  to  give  the  Council  background  of 
the  deliberations  of  the  Commission.  At  this  meeting, 
we  also  considered  alternate  sites  and  times  as  to  the 
Commission  meetings  hoping  that  we  could  generate 
more  interest  and  participation  by  the  members.  It 
was  suggested  that  a poll  be  taken  of  the  Commission 
members  to  determine  if  other  sites  and  times  would 
be  of  more  value  and  stimulate  attendance  at  the 
meetings.  Dr.  Taylor,  the  president  of  the  State  Medi- 
cal Association  was  in  attendance  at  this  meeting  and 
he,  along  with  Dr.  Gerber,  reported  on  the  delibera- 
tions of  the  Medical  Education  Study  Committee.  The 
Commission  also  reviewed  a letter  that  had  been  sent 
out  by  the  Department  of  Public  Welfare  in  regard  to 
Nursing  Home  placements.  The  intent  of  the  letter 
and  further  background  knowledge  was  reviewed  by 
Dr.  Taylor  and  the  problems  of  the  Welfare  Commis- 
sion were  discussed  by  Dr.  Taylor.  Further  discussion 
of  the  action  taken  by  Aetna  Life  and  Casualty  Com- 
pany in  regard  to  determining  fees  was  carried  out 
but  no  final  action  was  taken  on  this  problem  because 
the  AMA  has  reviewed  the  position  of  the  Aetna  Life 
and  Casualty  Company  and  feel  that  settlement  of  the 
claims  will  be  made  between  the  AMA  and  Aetna  Life 
& Casualty.  Other  discussions  were  carried  on  by 
various  members  of  the  Commission  in  regard  to  sev- 
eral problems  which  should  be  settled  by  our  action 
and  the  meeting  adjourned  at  12:30  p.m. 

On  April  7,  1973,  the  Medical  Service  Commission 
met  in  Aberdeen,  and  at  this  meeting  it  was  recom- 
mended that  the  State  Medical  Association  consider 
organizing  a sub-committee  of  this  Commission  to 
deal  with  sports  and  medicine.  Suggestions  for  ap- 
pointment to  serve  on  this  committee  were  made.  The 
Commission  also  considered  correspondence  in  regard 
to  the  possible  closing  of  Public  Health  Service  hos- 
pitals on  the  reservations.  Since  several  Commissions 
are  already  considering  this  matter  at  the  Federal 
level,  no  recommendations  were  made  although  it  was 
felt  that  the  South  Dakota  State  Medical  Association 
should  be  appraised  of  this  situation.  The  establish- 
ment of  an  advisory  committee  on  rural  health  was 
discussed  and  the  Commission  recommended  to  the 
Council  that  this  committee  be  established. 

Dr.  Saylor  discussed  the  possibility  of  establishing 
a program  in  South  Dakota  for  providing  Welfare  re- 
cipients with  prescription  drugs  on  a statewide  basis. 
The  Commission  requested  Dr.  Saylor  to  provide  them 
with  a written  proposal  as  to  the  position  of  the  Wel- 
fare Department  in  regard  to  this  problem  and  for 
any  particular  action  that  the  medical  profession 
should  take  in  regard  to  this  problem. 

An  oral  report  was  made  to  the  Council  on  January 
13,  1973,  at  its  meeting  in  Mitchell,  South  Dakota,  and 
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since  the  State  Meeting  will  be  held  soon,  no  further 
action  on  the  part  of  the  Medical  Service  Commission 
is  necessary.  A further  discussion  on  proposals  of  the 
medical  education  committee  and  a progress  report 
on  the  educational  program  was  made  by  Dr.  Taylor 
and  all  members  of  the  State  Association  are  urged  to 
participate  in  this  legislative  matter. 

Respectfully  submitted, 

R.  F.  Hubner,  M.D.,  Chairman 
Commission  on  Medical  Service 

The  committee  considered  the  Report  of  the  Commission 
on  Medical  Service  and  recommends  the  acceptance  of  this 
report. 

REPORT  ON  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  past  year  proved  to  be  a rather  busy  one.  The 
Commission  developed  the  scientific  program  for  the 
State  Association  meeting  in  Rapid  City.  This  year  we 
will  try  a new  format,  which  was  developed  after  a 
questionnaire  was  circulated  in  the  membership  which 
seemed  to  indicate  the  desire  for  these  changes.  It 
might  be  worthwhile  to  follow  through  and  investi- 
gate the  judgment  of  those  who  have  attended  this 
meeting. 

The  ever  increasing  drug  situation  in  our  State  has 
been  a concern  of  this  Commission  for  the  last  few 
years.  Several  recommendations  were  made  to  the 
Council.  One  of  them,  the  voluntary  pledge  not  to  pre- 
scribe drugs  which  have  an  abuse  potential  for  condi- 
tions for  which  are  either  not  effective  or  can  be  re- 
placed by  less  dangerous  drugs  has  unfortunately  been 
misunderstood  in  some  District  Medical  Societies.  The 
cooperation  of  all  District  Medical  Societies  and  phy- 
sicians in  the  new  South  Dakota  Drug  Abuse  Program 
is  urged. 

Several  other  recommendations  came  from  the  Com- 
mission as  a Mosquito  Control  Program  for  the  Oahe 
Irrigation  Project,  the  discouragement  of  smoking  dur- 
ing the  official  sessions  of  the  South  Dakota  State  Med- 
ical Association,  testing  for  metabolic  diseases,  a 
Thermography  Cancer  Mass  Screening  Program  and 
ground  work  for  several  projects  in  the  coming  year. 

A sub-committee  of  this  Commission,  the  Advisory 
Committee  on  Continuing  Medical  Education,  has  pre- 
pared a plan  for  post-graduate  medical  education  in 
South  Dakota  which  will  be  discussed  in  the  House  of 
Delegates  extensively.  The  proposed  plan  is  of  ut- 
most importance  to  the  physicians  in  our  State  and 
will,  in  the  near  future,  enable  them  to  obtain  Cate- 
gory I credits  at  medical  meetings  in  a nearby  edu- 
cational center.  The  Commission  on  Scientific  Medi- 
cine urges  that  everybody  familiarize  himself  with  the 
proposal  and  hopes  that  the  plan  be  accepted.  This  will 
be  one  of  the  really  important  decisions  of  the  House 
of  Delegates  in  Rapid  City. 

The  members  of  the  Commission  on  Scientific  Medi- 
cine wish  to  express  their  thanks  to  the  Council  for 
their  patience  in  dealing  with  their  lengthy  and  mul- 
tiple problem  reports. 

Respectfully  submitted, 

E.  H.  Heinrich,  M.D.,  Chairman 
Commission  on  Scientific  Medicine 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine.  It  was  recommended 
that  the  recommendation  of  the  Commission  discouraging 
smoking  during  the  official  sessions  of  the  South  Dakota 
State  Medical  Association  be  accepted  with  the  addition 
that  this  information  be  included  in  the  annual  meeting 
program. 

REPORT  OF  THE  ADVISORY  COMMITTEE  ON 

CONTINUING  MEDICAL  EDUCATION  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

As  requested  by  the  Council  of  the  South  Dakota 
State  Medical  Association  this  Committee  proposes  the 
enclosed  Plan  on  Continuing  Medical  Education  for  the 
South  Dakota  State  Medical  Association. 

The  plan  consists  of  two  parts: 


Part  A:  Recognition  Award  of  the  South  Dakota 
State  Medical  Association  for  Continuing- 
Medical  Education. 

Part  B:  Development  of  an  educational  network  in 
South  Dakota. 

The  Advisory  Committee  on  Continuing  Education 
also  sponsors  and  cooperates  presently  in  a “Medical 
Education  Needs  Assessment”  investigation  which  is 
carried  out  by  the  Educational  Research  and  Service 
Center,  School  of  Education,  University  of  South  Da- 
kota. 

Provided  the  Council  and  the  membership  of  the 
South  Dakota  State  Medical  Association  can  agree  on 
this  Plan  of  Continued  Medical  Education,  even  with 
changes,  the  Committee  is  ready  to  start  and  to  ad- 
minister the  plan  by  July  1,  1973. 

Respectfully  submitted, 

E.  H.  Heinrichs,  M.D.,  Chairman 
Advisory  Committee  on  Continu- 
ing Medical  Education. 

Part  A:  Recognition  Award  of  the  South  Dakota 

State  Medical  Association  for  Continuing 
Medical  Education. 

The  Council  of  the  South  Dakota  State  Medical  As- 
sociation shall  create  and  sponsor  a Recognition 
Award  for  Continuing  Medical  Education,  which  con- 
sists of  a certificate  and  publication  of  the  award  in 
the  South  Dakota  Journal  of  Medicine. 

It  is  the  intent  of  this  voluntary  Recognition  Award 
to  recognize,  encourage  and  support  physicians  who 
participate  regularly  in  continuing  medical  education. 
The  South  Dakota  State  Medical  Association  strongly 
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believes  that  all  physicians  practicing  in  the  State  of 
South  Dakota  should  continue  their  education  on  a 
regular  basis  throughout  their  professional  careers. 

Eligibility  - Application  for  the  Recognition  Award 
is  voluntary.  All  physicians  and  osteopaths  practicing 
in  South  Dakota  are  eligible  without  regard  of  mem- 
bership in  the  S.D.S.M.A.  or  Medical  District  Soci- 
eties, citizenship,  race,  creed,  religion  or  sex. 

Because  the  Award  requires  three  consecutive  years 
of  continuing  medical  education,  medical  school  grad- 
uates are  not  eligible  to  apply  until  three  years  after 
graduation. 

Exception  to  the  rules  as  stated  can  be  made  upon 
application  to  the  Committee  of  Continuing  Medical 
Education,  for  example  for  prolonged  illness. 

Total  Credit  Hour  Requirements  - The  Recognition 
Award  is  granted  for  a minimum  of  total  150  credit 
hours  of  continuing  medical  education  activities  that 
are  earned  in  a consecutive  three  year  period,  begin- 
ning each  July  1st  and  ending  June  30th  three  years 
later.  The  Recognition  Award  is  given  each  year  at  the 
Annual  Meeting  of  the  South  Dakota  State  Medical 
Association  and  is  valid  for  the  three  following  years. 

Continuing  Medical  Education  (C.M.E.)  Categories: 

The  following  categories  of  C.M.E.  Activities  and  their 
credit  hour  limit  are  established  for  the  Recognition 
Award  of  Continuing  Medical  Education  of  the  South 
Dakota  State  Medical  Association: 


Category  1 : C.M.E.  Activities  with  Ac- 
credited Sponsorship  (60  hours 
required)  No  limit 

Category  2:  C.M.E.  Activities  with  Non- 

accredited  Sponsorship  45  hours 

Category  3:  Medical  Teaching  45  hours 

Category  4:  Papers,  Publications,  Books 

and  Exhibits  40  hours 

Category  5:  Non  - supervised  Individual 

C.M.E.  Activities  45  hours 

Category  6:  Other  Meritorious  Learning 

Experiences  45  hours 

Credit  in  all  categories  is  on  an  hour-for-hour  basis, 
except  in  Category  4. 


Category  1:  C.M.E.  Activities  with  Accredited  Spon- 
sorship 

At  least  60  credit  hours  in  this  category  are  re- 
quired for  the  Award.  The  total  150  credit  hours  may 
be  earned  here. 

Continuing  medical  education  activities  sponsored 
by  an  accredited  organization  should  be  claimed  in 
this  category.  An  accredited  organization  is  one  which 
has  been  accredited  for  its  program  of  continuing 
medical  education  by  the  AMA  Council  on  Medical  Ed- 
ucation or  by  the  Committee  on  Continuing  Medical 
Education  of  the  South  Dakota  State  Medical  Associ- 
ation. Credit  can  be  given  in  Category  1 for  programs 
co-sponsored  by  an  accredited  organization  which  is 
substantially  involved  in  the  continuing  medical  edu- 
cation activity  and  accepts  responsibility  for  its  qual- 
ity. 

Activities  that  may  be  creditable  in  this  category 
must  be  part  of  a planned  program.  A planned  pro- 
gram of  continuing  medical  education  is  one  that  is 
planned,  coordinated,  administered  and  evaluated  in 
terms  of  specific  educational  objectives  for  a defined 
group  of  physicians  or  an  individual  physician.  Ex- 
amples of  the  kinds  of  activities  may  include: 

Grand  Rounds,  Seminars;  Teaching  Rounds,  Work- 
shops; Departmental  scientific  meetings.  Mini-residen- 
cies; Clinical  Traineeships,  Correspondence  courses; 
Continuing  Medical  Education  courses,  Visiting  lectur- 
er programs;  Scientific  sessions  of  medical  and  medi- 
cal specialty  societies  including  local,  regional,  state, 
national  or  international  meetings. 

Audio-visual  programs  sponsored  by  an  accredited 
organization  may  be  credit  in  Category  1,  provided 
there  is  a local  instructor  who  conducts  the  learning 
experience  and  supplements  the  teaching  in  terms  of 


local  educational  objectives  and  needs. 

Lists  of  continuing  medical  education  sponsors  and 
their  programs  are  published  in  “Continuing  Education 
Courses  for  Physicians”  of  the  Journal  of  the  American 
Medical  Association.  AMA  approved  intern,  residence 
and  fellowship  training  taken  during  the  three  year 
qualifying  period  is  creditable  toward  the  Recognition 
Award  in  this  Category. 

Study  for  a medically  related  degree,  such  as  a mas- 
ters degree  in  public  health,  should  also  be  included 
in  this  category.  Fifty  credit  hours  per  year  are  given 
for  full-time  study  or  training  in  these  programs. 
Credit  may  not  be  claimed  in  any  other  category  dur- 
ing the  year  in  which  the  training  program  was  taken. 
No  credit  should  be  claimed  for: 

1.  Non-approved  internships  or  residency  training. 

2.  Intern,  residency  or  fellowship  training  outside 
the  United  States,  except  as  a part  of  a formal 
program  of  intern  and  residency  training  approved 
by  the  AMA  or  the  Committee  on  Continuing- 
Medical  Education  of  the  South  Dakota  State 
Medical  Association. 

Credits  for  fractional  parts  of  a year  or  part-time 
training  will  be  considered  on  an  individual  basis. 

All  Category  1 programs  in  South  Dakota,  which 
are  not  accredited  by  the  AMA  Council  on  Medical 
Education  or  are  not  listed  in  the  “Continuing  Educa- 
tion Courses  for  Physicians”  as  published  in  the  Jour- 
nal of  the  American  Medical  Association  require  certi- 
fication by  the  Committee  on  Continuing  Medical  Edu- 
cation of  the  SDSMA  at  least  one  month  prior  to  the 
beginning  of  the  course. 

Category  2:  C.M.E.  Activities  With  Non-accredited 
Sponsorship 

Credit  in  this  category  may  be  claimed  for  continu- 
ing medical  education  activities  sponsored  by  a medical 
organization  or  institution  that  is  not  accredited  for 
continuing  medical  education  by  the  AMA  or  the  Com- 
mittee on  Continuing  Medical  Education  of  the 
SDSMA.  If  a continuing  medical  education  activity  is 
jointly  sponsored  and  one  of  the  sponsors  is  accredited, 
credit  for  the  activity  may  be  claimed  in  Category  1, 
if  the  involvement  of  the  accredited  sponsor  in  plan- 
ning, producing  and  evaluating  the  activity  is  sub- 
stantial, and  the  accredited  sponsor  accepts  responsibil- 
ity for  the  quality  of  the  program.  Scientific  meet- 
ings and  other  coordinated  activities  not  falling  within 
the  definition  of  Category  1 are  creditable  in  Category 
2. 

Category  3:  Medical  Teaching 

There  is  a limit  of  45  hours  of  credit  for  this 
category.  Credit  may  be  claimed  for  student-contract 
teaching  of  medical  students,  physicians  and  allied 
health  professional  personnel.  Preceptorships  carry 
three  credit  hours.  In  clinics  these  may  be  split  be- 
tween the  participating  physicians,  but  not  more  than 
a total  of  three  hours  per  student  can  be  allowed. 
Meco-students  carry  no  credits. 

Category  4:  Papers,  Publications,  Books,  Presenta- 
tions and  Exhibits 

There  is  a limit  of  40  credit  hours  for  this  category. 
Ten  credit  hours  may  be  claimed  for  a paper,  publica- 
tion, or  for  each  chapter  of  a book  that  is  authored. 
A paper  must  be  published  in  a recognized  medical 
journal.  A presentation  must  be  made  or  an  exhibit 
shown  to  a professional  audience  and  can  include 
audiences  made  up  of  allied  health  professionals. 
Credit  may  be  claimed  only  the  first  time  the  scientific 
material  is  presented.  Credit  should  be  claimed  as  of 
the  date  the  material  was  presented  or  published. 

Category  5:  Non  - supervised  Individual  Continuing 
Medical  Education  Activities 

There  is  a limit  of  45  credit  hours  for  this  category. 
Credit  may  be  claimed  in  this  category  for  continuing 
medical  education  activities  that  are  not  or  cannot  be 
supervised  or  documented.  Within  this  category,  not 
more  than  22  credit  hours  may  be  claimed  in  any  one 
of  the  five  sub-categories  A through  E.  The  physician’s 
certification  of  the  kind  and  amount  of  non-supervised 
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individual  continuing  medical  education  activities  he 
has  completed  will  be  accepted.  The  five  subcategories 
are: 

A.  Self-Learning 

There  is  a limit  of  22  credit  hours  for  this  sub- 
category. Examples  of  self-learning  activities  in- 
clude: Individual,  non-supervised  use  of  any 

audio-visual  devices  such  as  audio-tapes,  video- 
tapes, films,  film  strips,  slides,  etc.  Individual 
participation  in  radio,  television  or  telephone  net- 
works, without  local  supervision.  Programmed 
medical  educational  materials,  including  indi- 
vidual, non-supervised  use  of  teaching  machines 
or  electronic  teaching  devices,  such  as  a com- 
puter or  machines  that  use  the  answer  given  by 
the  student  to  select  the  content  of  subsequent 
educational  material.  Individual  reading  or  medi- 
cal publications  or  medical  reading  done  as  a par- 
ticipant in  a Journal  Club. 

B.  Consultation 

There  is  a limit  of  22  credit  hours  in  this  sub- 
category. The  education  a physician  receives  from 
a consultant  is  creditable,  providing  there  is  an 
organized  review  of  current  medical  knowledge 
relating  to  a particular  case.  The  number  of  hours 
of  participation,  the  name  of  the  consultant  and 
the  topic  discussed  should  be  stated  on  the  ap- 
plication form.  No  more  than  two  hours  may  be 
claimed  per  consultation.  No  credit  should  be 
claimed  for  a consultation  lasting  less  than  one 
hour.  The  consultant  may  receive  credit  in  Cate- 
gory 3:  Medical  Teaching. 

C.  Patient  Care  Review 

There  is  a limit  of  22  credit  hours  in  this  sub- 
category. Credit  may  be  claimed  in  this  sub- 
category for  the  educational  value  of  participation 
in  programs  concerned  with  the  review  and 
evaluation  of  patient  care.  This  includes  such 
activities  as  peer  review,  medical  audits,  con- 
secutive case  conferences  and  chart  audits. 

D.  Self-Assessment 

There  is  a limit  of  22  credit  hours  in  this  sub- 
category. Credit  may  be  claimed  in  this  sub- 
category for  participation  in  self-assessment  pro- 
grams. 

E.  Specialty  Board  Preparation 

There  is  a limit  of  22  credit  hours  in  this  sub- 
category. Credit  may  be  claimed  in  this  sub- 
category for  non-supervised  individual  continuing- 
medical  education  activities  carried  out  in  prep- 
aration for  a specialty  board  examination.  No 
additional  credit  is  given  for  passing  the  exami- 
nation. 

Category  6:  Other  Meritorious  Learning  Experiences 

There  is  a limit  of  45  credit  hours  in  this  category. 
Category  6 includes  any  meritorious  continuing  medi- 
cal education  experiences  that  cannot  be  easily  in- 
cluded in  Categories  1 through  5.  Sufficient  informa- 
tion about  what  was  done,  when  it  was  done,  how  it 
was  done,  how  it  was  evaluated  and  who  supervised 
it  should  be  included  in  a letter  attached  to  the  appli- 
cation form  so  that  a decision  can  be  made  concerning 
the  educational  value  and  the  number  of  credit  hours 
that  may  be  given  for  the  activity.  If  possible,  a medi- 
cal educator  should  be  involved  in  the  planning,  ad- 
ministration and  evaluation  of  the  activity.  The  term 
“medical  educator”  means  a physician  who  is  a di- 
rector of  medical  education  in  a hospital,  a medical 
school  instructor,  or  an  official  of  a medical  society 
or  medical  specialty  society  or  voluntary  health  agency 
who  has  the  responsibility  for  continuing  medical  edu- 
cation in  that  organization. 

No  credit  for  the  Recognition  Award  can  be  given 
for  service  on  councils  or  committees  of  medical  so- 
cieties, medical  specialty  societies  or  other  medical 
organizations  or  institutions  that  do  not  have  a sig- 
nificant continuing  medical  education  value.  For  ex- 
ample, credit  should  not  be  claimed  for  service  as  presi- 
dent of  a medical  society. 

If  no  other  category  applies,  credit  may  be  claimed 
in  Category  6 by  eligible  applicants  for  participation 


in  continuing  medical  education  activities  outside  the 
United  States. 

Credit  may  be  claimed  in  Category  6 for  the  educa- 
tional value  of  medical  research  carried  out  during 
the  qualifying  period  as  a planned  program  of  con- 
tinuing medical  education.  Publications  resulting  from 
full-time  research  should  be  claimed  in  Category  4. 
Sufficient  information  about  what  research  was  done, 
when  it  was  done,  how  it  was  done,  how  it  was  evalu- 
ated and  who  supervised  it  should  be  included  so  a 
decision  can  be  made  concerning  the  educational  value 
and  the  number  of  credit  hours  that  may  be  given  for 
the  activity. 

Reciprocity 

If  a physician  has  obtained  the  AMA  Physicians 
Recognition  Award,  the  Award  of  the  American 
Academy  of  Family  Physicians  or  any  State  Society 
or  Medical  Specialty  Award  for  continuing  medical 
education,  which  substantially  has  the  same  require- 
ments as  the  Recognition  Award  of  the  South  Dakota 
State  Medical  Association  (at  present — July  1972:  Ari- 
zona, California,  Oregon  and  Pennsylvania)  is  en- 
titled to  the  Recognition  Award  of  the  South  Dakota 
State  Medical  Association  for  the  same  period  by 
reciprocity,  provided  he  is  eligible  for  the  Recognition 
Award  of  the  South  Dakota  State  Medical  Association. 
Since  these  requirements  in  other  States  may  change, 
the  final  decision  rests  with  the  Committee  of  Con- 
tinuing Medical  Education. 

Part  B.  Plan  for  Development  of  a Medical  Education 
Network  in  South  Dakota 
Introduction 

In  a recent  survey  of  South  Dakota  physicians 
(spring  1972)  141  out  of  192  doctors  responded  to  the 
question  if  they  wished  a continuing  medical  educa- 
tion program  in  South  Dakota  in  the  affirmative.  It 
appears  therefore,  that  the  time  is  right  for  a pro- 
gram for  the  physicians  of  South  Dakota. 

The  enticement  of  the  physicians  of  this  State  will 
however  not  be  successful  if  they  are  not  given  the 
possibility  to  obtain  this  education  without  too  great 
an  effort.  South  Dakota  has  probably  more  dif- 
ficulty to  bring  these  educational  opportunities  to  the 
practicing  physicians  within  its  borders  than  most  of 
the  other  States  because  it  has  a low  population  den- 
sity, low  absolute  and  relative  number  of  physicians, 
no  Clinical  School  of  Medicine,  great  geographic  dis- 
tances and  very  little  opportunity  to  get  locum  tenens 
physicians. 

Also,  many  physicians  practice  alone  in  their  res- 
pective location  and  it  cannot  be  expected  from  them, 
as  well  as  from  their  communities,  to  lapse  in  medical 
coverage  for  a long  time. 

Finally,  any  educational  program  for  physicians  is 
measured  by  the  success  this  education  benefits  the 
patients.  In  other  words,  only  if  the  level  of  practiced 
medicine  is  raised  in  the  office  and  in  the  hospital  will 
the  continued  education  of  physicians  be  of  value. 
The  proposed  plan  therefore  tries  to  involve,  in  this 
educational  effort,  the  hospitals  which  are  accredited 
by  the  Joint  Commission  on  Hospital  Accreditation. 
At  the  same  time,  it  will  tie  the  physicians  and  smaller 
hospitals  of  a given  area  in  to  more  meaningful  larger 
units. 

It  should  be  pointed  out  that  at  the  present  (8-14-72, 
J.A.M.A.,  Continuing  Educational  Courses  for  Physi- 
cians) no  recognized  (Category  1)  post  graduate 
courses  are  in  existence  in  South  Dakota.  This  means 
that  physicians  have  to  go  in  to  other  states  for  at 
least  60  hours  post  graduate  education  for  each  three 
year  period. 

Educational  Centers: 

It  is  proposed  to  create  12  educational  centers  for 
post  graduate  medical  education  in  South  Dakota. 
With  one  exception  the  private  hospitals  in  South 
Dakota,  which  are  accredited  by  the  Joint  Commission 
on  Hospital  Accreditation,  will  serve  as  an  educational 
center  for  their  area.  Since  they  are  required  to  have 
a scientific  meeting  per  month  anyway  the  trans- 
formation should  not  be  too  difficult.  The  programs 
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will  be  improved,  coordinated,  directed  and  will  be 
open  to  all  physicians  in  the  area,  so  that  at  least 
36  hours  of  post  graduate  education  in  Category  2 
in  a three  year  period  can  be  obtained  in  a reasonable 
distance  from  the  location  of  each  physician’s  prac- 
tice. The  following  centers  are  proposed: 

1.  Sioux  Falls,  Sioux  Valley  Hospital 

2.  Sioux  Falls,  McKennan  Hospital 

3.  Yankton,  Sacred  Heart  Hospital 

4.  Mitchell,  Methodist  Hospital  and  St.  Joseph 
Hospital 

5.  Madison,  Madison  Community  Hospital 

6.  Huron,  St.  John’s  Hospital 

7.  Brookings,  Brookings  Hospital 

8.  Watertown,  St.  Ann  Hospital  and  Memorial  Hos- 
pital 

9.  Aberdeen,  St.  Luke’s  Hospital  and  Dakota  Mid- 
land Hospital 

10.  Pierre,  St.  Mary’s  Hospital 

11.  Mobridge,  Mobridge  Community  Hospital 

12.  Rapid  City,  Bennett-Clarkson  Memorial  Hospital 
St.  John’s  McNamara  Hospital 

This  system  places  only  12  physicians  at  a greater 
than  one  hour  driving  distance  from  an  educational 
center.  Many  physician  locations  have  equally  good 
access  to  two  or  more  educational  centers  and  if  the 
meetings  are  staggered,  towns  with  more  than  one 
physician  will  not  be  without  medical  coverage  while 
the  physicians  fulfill  their  educational  requirements. 
On  the  other  hand,  a physician  who  is  unable  to  at- 
tend the  meeting  in  one  town  can  obtain  credits  at  a 
different  night  at  another  center. 

Director  of  Medical  Education: 

Each  center  will  be  headed  by  a Director  of  Medical 
Education.  He  is  elected  or  nominated  by  those  physi- 
cians who  most  likely  will  frequent  the  particular 
center.  His  tenure  should  last  at  least  five  years  in 
order  to  provide  continuity. 

The  Director  of  Medical  Education  should  be  charged 
with  the  following  responsibilities: 

a.  Determine  the  specific  needs  of  the  physicians  in 
the  general  area  as  developed  by  systematic 
assessment  of  quality  of  medical  care  conducted 
by  the  tissue,  audit,  utilization,  and  records  com- 
mittees of  the  hospital  or  by  a special  “Educa- 
tional Audit”  committee. 

b.  Provide  clear  statements  of  the  objectives  of 
specific  educational  activities. 

c.  Plan  activities  well  in  advance. 

d.  Encourage  involvement  of  all  members  of  the 
educational  center  throughout  the  educational 
process  by  enlisting  their  help  in  the  determina- 
tion of  needs,  the  development  of  objectives,  im- 
plementation, teaching,  learning,  and  evaluation. 

e.  Insure  that  study  areas,  audio-visual  aids,  and 
self  instructional  aids  are  available. 

f.  Publicize  the  continuing  medical  education  effort 
to  the  members  of  the  educational  center  and  to 
the  general  public. 

g.  Supervise  enrollment  records. 

h.  Coordinate  educational  activities  for  physicians 
with  programs  for  para-medical  personnel. 

i.  Coordinate  educational  activities  with  other  pro- 
grams of  continuing  medical  education  in  the 
area. 

j.  Develop  strong  working  relationships  with  the 
Committee  on  Continuing  Medical  Education  of 
the  SDSMA,  nearest  medical  schools  and  the  Re- 
gional Medical  Program  of  South  Dakota. 

k.  Plan  for  evaluation  of  the  effectiveness  of  the 
program  to  see  if  the  objectives  are  being  ac- 
complished. 

l.  Encourage  the  provision  of  adequate  library  fa- 
cilities and  services,  with  particular  emphasis  on 
local  Audio  Digest  libraries. 

Director  of  Medical  Education  and  his  Relationship  to 
the  Committee  on  Continuing  Education 

The  relationship  of  the  Director  of  Medical  Education 
to  the  Committee  on  Continuing  Medical  Education  is 
manifold : 


a.  He  is  the  local  representative  of  the  Committee 
and  responsible  for  the  quality  of  the  program. 

b.  He  will  report  monthly  about  the  meeting (s)  held 
in  connection  with  his  center  in  order  to  share 
good  programs,  ideas  and  possibly  speakers  and 
teaching  material. 

c.  He  is  responsible  that  the  enrollment  records  are 
accurate  and  submitted  to  the  Center  Registry. 

d.  One  of  the  Directors  of  Medical  Education  will 
be  elected  out  of  their  midst  to  fill  a seat  on  the 
Committee  on  Continuing  Medical  Education. 

The  Role  of  the  Regional  Medical  Program  of 
Louth  Dakota 

The  RMP  of  South  Dakota  will  be  asked  to  com- 
municate on  all  medical  educational  matters  in  the 
State  as  they  pertain  to  physicians  with  the  Commit- 
tee on  Continuing  Medical  Education  and/or  with 
the  Directors  of  Medical  Education. 

The  RMP  of  South  Dakota  will  also  be  asked  to 
support  either  by  investigation,  funding,  grants,  know- 
how or  any  other  means  the  efforts  of  the  Committee 
on  Continuing  Medical  Education  of  the  SDSMA. 

The  Committee  for  Continuing  Medical  Education 

The  present  Advisory  Committee  for  Continuing 
Medical  Education  (A.C.C.M.E.)  will  with  the  begin- 
ning of  the  plan,  change  its  name  to  “Committee  for 
Continuing  Medical  Education  of  the  South  Dakota 
State  Medical  Association”.  (C.C.M.E.  of  the 
S.D.S.M.A.) 

It  will  be  composed  of  ten  members  which  shall  be 
selected  to  represent  the  major  medical  fields.  Par- 
ticular attention  will  be  paid  to  the  fact  that  the 
majority  of  South  Dakota  physicians  are  in  general 
practice. 

In  the  beginning,  half  of  the  members  are  selected 
uom  the  Commission  on  Scientific  Medicine,  two 
members  shall  be  delegated  from  the  South  Dakota 
Cnapter  of  the  A.A.F.P.,  one  member  shall  represent 
R.M.P.  and  one  member  shall  represent  the  proposed 
Directors  of  Medical  Education.  Geographic  repre- 
sentation shall  be  maintained. 

Each  member  serves  for  a term  of  five  years.  These 
are  staggered  as  to  elect  two  new  members  each  year. 
There  is  no  limit  as  to  the  number  of  succeeding  terms. 
The  Committee  proposes  nominees,  the  Council  makes 
the  appointment  at  the  Annual  Meeting. 

The  Committee  elects  its  own  Chairman  and  Secre- 
tary. Sub-committees  can  include  non-Committee  mem- 
bers, but  must  be  headed  by  a Committee  member. 

Adequate  minutes  shall  be  kept.  The  minutes  will 
be  transmitted  to  the  Commission  on  Scientific  Medi- 
cine and  to  the  Council.  Decisions  need  ratification  by 
the  Council. 

Technically  the  C.C.M.E.  is  a sub-committee  of  the 
Commission  on  Scientific  Medicine.  However,  the 
Chairman  of  C.C.M.E.  shall  be  an  ex-officio  member 
of  the  Commission  on  Scientific  Medicine  if  he  is  not 
already  a member  of  that  Commission.  Furthermore 
he  shall  have  the  privilege  to  report  to  the  Council 
directly. 

The  Role  of  the  Committee  on  Medical  Education 

The  Committee  will  investigate  especially  the  pos- 
sibility of  improving  the  presently  existing  programs 
of  post  graduate  medical  education  and  possibly  to 
find  accredited  sponsors  for  Category  1 programs  in 
South  Dakota.  The  possibility  of  a Medical  Foundation 
to  act  as  the  accredited  sponsor  for  Category  1 pro- 
grams will  be  pursued. 

In  the  eastern  part  of  the  State  the  possibility  of 
combined  meetings  of  several  educational  centers  will 
be  investigated.  In  particular  the  Mayo  Clinic  Founda- 
tion has  expressed  interest  to  underwrite  some  of  the 
costs  to  provide  speakers.  To  make  these  efforts 
economically  feasible,  one  should  assemble  as  many 
physicians  as  possible  for  such  occasion.  The  ar- 
rangements for  “Circuit-riders”  would  fall  in  its 
province. 

Existing  scientific  meetings  (Scientific  part  of  the 
State  Association  Annual  Meeting,  the  Black  Hills 
Days  of  the  A.A.F.P.,  the  State  meeting  of  the  Ameri- 
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can  College  of  Surgeons,  the  American  Society  of 
Internal  Medicine,  the  South  Dakota  Chapter  of  the 
American  Academy  of  Pediatrics,  etc)  are  by  nature 
Category  2 programs.  However  the  Sioux  Valley  Days 
and  the  University  Days  may  be  upgraded.  Because 
of  the  Content  of  Category  1 programs,  we  will  in 
South  Dakota  probably  never  be  able  to  provide  other 
than  General  Practice  Category  1 programs.  However 
these  are  the  ones  who  are  most  urgently  needed  in 
our  State. 

The  Committee  on  Continuing  Medical  Education 
will  also  publicize  special  opportunities  to  obtain  post 
graduate  education,  namely  Category  6 programs  (For 
example  individual  training  with  specialist  etc.) 

The  Committee  will  also  prepare  suggestions  for 
Directors  of  Medical  Education  on  how  to  extract  ma- 
terial from  the  local  hospital  and  patient  records  for 
teaching  purposes. 

Finally  the  Committee  will  supervise  the  quality 
of  programs,  either  direct  or  by  means  of  reports  of 
the  Directors  of  Medical  Education,  and  will  act  as 
the  final  authority  on  matters  pertaining  to  post  gradu- 
ate medical  education  in  the  State  of  South  Dakota 
(e.g.  accreditation  of  programs  and  recognition  of 
credits). 

Central  Registry: 

A central  registry  of  those  physicians  who  are  hold- 
ing the  Recognition  Award  of  the  S.D.S.M.A.,  the  Rec- 
ognition Award  of  the  A.M.A.  or  any  similar  award  is 
to  be  kept  in  the  office  of  the  S.D.S.M.A. 

The  central  registry  will  also  keep  on  file  the  at- 
tendance records  of  the  physicians  who  have  attended 
any  continuing  post  graduate  education  within  South 
Dakota’s  network. 

The  central  registry  will,  upon  his  own  request, 
certify  the  physician’s  attendance  on  an  annual  basis. 
(The  certification  year  starts  each  July  1st) 

The  cost  for  the  central  registry,  the  certificates 
and  the  office  help  is  carried  by  the  S.D.S.M.A. 

The  Role  of  the  District  Medical  Societies 

Scientific  programs  of  District  Medical  Society 
Meetings  will  qualify  in  Category  2 post  graduate 
education,  provided  the  program  has  been  surveyed  as 
to  quality  and  content  and  separate  attendance  records 
are  kept.  The  local  Director  of  Medical  Education  or 
a member  of  the  Committee  on  Continuing  Medical 
Education  will  be  helpful  to  fulfill  these  requirements. 
For  purposes  of  accounting  credit  hours  are  clock 
hours. 

The  Role  of  the  University  of  South  Dakota 
Medical  School 

The  Committee  on  Continuing  Medical  Education 
will,  in  cooperation  with  the  R.M.P.,  investigate  the 
possibility  that  the  Medical  School  may  play  a greater 
and  more  important  part  in  the  post  graduate  medical 
education,  for  example  in  the  arrangement  of  Category 
1 opportunities  in  South  Dakota.  Under  investigation 
is  presently  the  possibility  to  equip  the  educational 
centers  with  Video-cassette  players  and  to  produce 
our  own  clinical  programs  with  the  help  of /or  at  the 
Medical  School. 

Conclusion 

The  Advisory  Committee  on  Continuing  Medical  Edu- 
cation recommends  to  the  Council  of  the  S.D.S.M.A. 
that  the  program  as  described  (Part  A & B)  be  adopted 
as  soon  as  possible  so  that  it  can  start  on  July  1, 
1973,  on  a voluntary  basis,  in  order  that  any  flaws 
can  be  corrected.  If,  at  a later  date,  it  appears  neces- 
sary to  have  a mandatory  post  graduate  medical  edu- 
cational program,  the  S.D.S.M.A.  will  be  in  the  posi- 
tion to  offer  one  which  is  workable  and  working, 
geared  to  the  physicians  in  South  Dakota,  serving  their 
needs  and  being  controlled  by  physicians. 

The  Reference  Committee  considered  the  proposed  Con- 
tinuing Medical  Education  program  for  South  Dakota. 
There  was  a unanimous  recommendation  that  the  House  of 
Delegates  adopt  the  report  of  the  Advisory  Committee  on 
Continuing  Medical  Education  (ACCME),  that  this  will 
constitute  a significant  contribution  to  continuing  medical 


education  on  the  part  of  the  Association.  The  Reference 
Committee  recommended  the  adoption  of  the  Report  of  the 
Commission  on  Scientific  Medicine  as  amended. 

REPORT  OF  THE  COMMISSION  ON 
COMMUNICATIONS  AND  LIAISON 

The  Commission  met  twice — on  September  16, 
1972,  in  Yankton,  and  on  April  7,  1973,  in  Aberdeen. 

A great  deal  of  attention  has  been  given  the  SOUTH 
DAKOTA  JOURNAL  OF  MEDICINE  this  past  year. 
A proposal  for  a joint  North  and  South  Dakota  journal 
met  with  no  interest  in  our  neighboring  state.  Various 
changes  in  administration  of  the  Journal  have  been 
made  to  reduce  costs.  Local  advertising  has  been  ac- 
tively pursued.  The  Commission  is  in  favor  of  con- 
tinuing the  State  Journal  in  its  present  format. 

The  Commission  met  with  representatives  of  the 
South  Dakota  Chapter,  American  Physical  Therapy 
Association  to  discuss  problem  areas  concerning  this 
group.  A recommendation  was  submitted  to  the  Coun- 
cil as  a result  of  this  discussion.  Meetings  are  planned 
with  representatives  of  the  Hospital  Association,  Nurs- 
es Association  and  Pharmacy  Association  in  the  future. 

The  Commission  recommended  distribution  of  educa- 
tional materials  to  physicians  on  current  national 
health  insurance  policies  before  Congress.  The  Com- 
mission also  recommended  that  a sign  be  made  avail- 
able to  doctors’  offices  indicating  our  willingness  to 
assist  in  drug  abuse  problems. 

The  Commission  discussed  combining  the  Commis- 
sion on  Internal  Affairs  and  the  Commission  on  Com- 
munications and  Liaison  and  felt  that  this  change 
would  make  the  work  of  the  Commission  more  mean- 
ingful to  the  Commission  members. 

Respectfully  submitted, 

John  F.  Barlow,  M.D.,  Chairman 
Commission  on  Communications 
and  Liaison 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Communications  and  Liaison.  It  recom- 
mended that  the  House  of  Delegates  accept  the  recom- 
mendation of  the  Commission  with  the  single  exception  that 
it  was  felt  redundant  and  unnecessary  to  provide  signs  for 
doctors’  offices  indicating  their  willingness  to  assist  in 
drug  abuse  problems.  The  Reference  Committee  recom- 
mended the  acceptance  of  the  Report  of  the  Commission  on 
Communications  and  Liaison  as  amended. 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 

Fortunately  no  problems  arose  during  the  past  year 
that  required  a meeting  of  the  Grievance  Committee. 

Respectfully  submitted, 

J.  A.  Muggly,  M.D.,  Chairman 
Grievance  Committee 

The  Reference  Committee  reviewed  the  report  of  the 
Grievance  Committee  and  recommends  the  acceptance  of 
this  report. 

REPORT  OF  THE  STATE  UTILIZATION 
AND  INSURANCE  REVIEW  COMMITTEE 

During  the  past  year,  our  committe  has  reviewed 
and  adjudicated  31  cases.  This  is  a significant  decline 
from  last  year,  due  to  greater  participation  by  the 
District  Utilization  and  Review  Committees.  Most  of 
the  cases  reviewed  by  the  State  Committee  involved 
the  question  of  “Medical  Necessity”  for  a greater  fre- 
quency of  visits  than  Medicare  guidelines  normally 
allow;  or  for  a higher  charge  for  a physician’s  service 
than  the  physician’s  profile  normally  allows. 

One  problem  that  is  evident  in  almost  all  cases  that 
were  reviewed  is  the  lack  of  sufficient  documentation 
being  submitted  to  Blue  Shield  in  order  to  substantiate 
the  charges.  Any  physician  who  is  requested  to  send 
additional  information,  such  as  narrative  or  surgical 
reports,  will  insure  himself  of  the  fairest  possible 
determination  if  he  is  willing  to  submit  as  much  in- 
formation as  possible.  Only  then  can  the  committee 
be  aware  of  the  intricacies  and  differences  in  caring 
for  each  case. 
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Our  Committee  met  as  a group  twice  this  year:  on 
December  22,  1972,  and  on  May  2,  1973. 

On  behalf  of  the  Committee,  I would  like  to  com- 
mend the  Utilization  and  Insurance  Review  Committees 
for  resolving  the  growing  number  of  cases  that  are 
referred  to  them.  Finally,  I would  like  to  extend  the 
Committee’s  appreciation  to  the  physicians  in  the  state 
for  accepting  the  decisions  made  by  the  District  and 
State  Committees.  Very  few  of  the  cases  have  had 
to  be  re-reviewed.  Only  through  the  cooperation  be- 
tween the  individual  physician  and  the  Utilization  and 
Review  Committees  can  the  present  review  system 
work. 

Respectfully  submitted, 

Roscoe  Dean,  M.D.,  Chairman 
State  Utilization  and  Insurance 
Review  Committee 

The  Committee  reviewed  the  report  of  the  State  Utiliza- 
tion and  Insurance  Review  Committee  and  recommends 
the  acceptance  of  this  report. 

AD  HOC  COMMITTEE  ON  PSRO 
April  27,  1973 
Executive  Office 
Sioux  Falls,  S.  D. 

The  meeting  convened  at  3 p.m.  Present  were  Drs. 
R.  H.  Quinn,  T.  H.  Sattler,  W.  R.  Taylor,  J.  J.  Stransky 
and  J.  A.  Muggly. 

A general  discussion  was  held  on  the  PSRO  Law  and 
the  regulations  which  are  forthcoming  regarding  the 
implementation  of  the  law. 

The  Committee  recommended  that  the  Council  en- 
dorse the  concept  of  establishing  South  Dakota  as  a 
geographic  area  for  PSRO  and  authorize  the  develop- 
ment of  a rationale  supporting  this  concept,  such  ra- 
tionale to  be  submitted  to  the  House  of  Delegates  at 
the  1973  annual  meeting.  The  Committee  further 
recommended  that  Articles  of  Incorporation  for  a 
foundation  in  South  Dakota  be  drawn  up  so  a mechan- 
ism for  handling  a PSRO  would  be  ready  for  imple- 
mentation at  a later  date,  if  desired.  The  Articles  of 
Incorporation  will  also  be  submitted  to  the  House  of 
Delegates  for  approval  at  the  1973  State  meeting,  if 
this  action  is  endorsed  by  the  Council. 

The  meeting  adjourned  at  4:30  p.m. 

The  Council  met  on  April  28  and  endorsed  the  recom- 
mendations of  the  PSRO  Committee. 

The  Reference  Committee  considered  the  Report  of  the 
Ad  Hoc  Committee  on  PSRO.  The  committee  recommended 
the  acceptance  of  this  report. 

REPORT  OF  THE  AD  HOC  COMMITTEE 
ON  MEDICAL  FOUNDATIONS 

This  Committee  has  accumulated  considerable  in- 
formation from  various  sources  regarding  foundations 
and  has  written  and  rewritten  Articles  of  Incorpora- 
tion and  Bylaws.  The  Chairman  has  met  with  the 
Council  at  each  of  their  meetings  and  presented  prog- 
ress reports. 

The  Committee,  as  a whole,  will  meet  in  April  and 
will  have  the  Articles  of  Incorporation  and  the  Bylaws 
ready  to  submit  to  the  Council  and  the  House  of  Dele- 
gates of  the  State  Association  if  so  desired. 

Respectfully  submitted, 

J.  A.  Muggly,  M.D.,  Chairman 
Ad  Hoc  Committee  on  Medical 
Foundations 

ARTICLES  OF  INCORPORATION 
OF  THE  SOUTH  DAKOTA 
FOUNDATION  FOR  MEDICAL  CARE 

The  undersigned  incorporators  of  a corporation  or- 
ganized under  the  South  Dakota  Nonprofit  Corporation 
Act  do  hereby  adopt  the  following  Articles  of  In- 
corporation for  such  corporation: 

ARTICLE  I 

The  name  of  this  corporation  shall  be  THE  SOUTH 
DAKOTA  FOUNDATION  FOR  MEDICAL  CARE. 
The  area  to  be  served  by  the  corporation  shall  be  the 


state  of  South  Dakota. 

ARTICLE  II 

The  corporation  is  being  organized  and  shall  be 
operated  for  the  following  purposes: 

A.  To  develop,  promote  and  encourage  the  distribu- 
tion of  quality  medical  service  to  those  served  at 
an  equitable  cost  and  in  an  appropriate  quantity. 

B.  To  foster  freedom  of  choice  to  both  physican  and 
patient. 

C.  To  advance  the  art  of  medicine,  the  physician- 
patient  relationship,  and  medical  services. 

D.  To  study  objectively  the  strengths  and  weak- 
nesses of  the  medical  care  delivery  system  in  the 
State  of  South  Dakota  and  work  toward  upgrad- 
ing any  deficiencies  which  may  be  found  therein. 
To  promote,  develop  and  foster  the  availability 
of  high  quality  health  care  either  alone  or  in 
conjunction  with  individuals,  physicians,  medical 
societies,  or  other  professional  organizations  rep- 
resenting persons  engaged  in  health  care,  hos- 
pitals, nursing  homes,  schools,  the  various  branch- 
es of  government,  the  insurance  industry,  repre- 
sentatives of  management  and  labor  and  other 
interested  persons,  organizations  or  institutions. 

F.  To  become  a mechanism  for  and  assist  in  estab- 
lishing definite  health  care  criteria  for  compre- 
hensive health  care  programs. 

G.  To  promote,  develop,  operate  and  organize  peer 
review  activities  providing  objectivity  in  dealing 
with  health  cost  and  utilization  of  services  en- 
compassing the  total  health  needs  of  patients  and 
by  this  peer  review  mechanism  to  assure  the  pub- 
lic of  optimum  use  of  its  health  care  expenditures, 
and  to  also  foster  quality  control. 

H.  To  promote,  foster  and  coordinate  the  involve- 
ment of  the  health  professions  in  experimentation 
and  evaluation  of  programs  aimed  at  relieving 
acute  manpower  shortages,  in  improving  the 
availability  of  preventive  services  and  in  ex- 
panding the  availability  of  ambulatory  care  as 
an  alternative  to  institutional  services  and,  in 
connection  therewith,  to  disseminate  the  results 
to  individuals,  physicians,  hospitals,  schools, 
foundations,  institutions,  government  bodies,  cor- 
porations, and  the  general  public. 

I.  To  assist  in  the  development  and  establishment 
in  the  general  public  interest  acceptable  standards 
for  comprehensive  health  insurance  coverage. 

J.  To  disseminate  the  aims  and  activities  of  this 
corporation  to  the  general  public  in  a manner 
intended  to  invite  public  involvement. 

K.  To  advance  the  science  of  medicine  by  cooperat- 
ing in  all  possible  ways,  further  education  in  all 
health  related  fields  and  working  toward  the 
broad  goal  of  protection  and  preservation  of  the 
public  health. 

L.  To  foster  such  other  activities  or  programs  as 
may  be  desirable  and  consistent  with  the  above 
stated  policies  and  philosophies. 

ARTICLE  III 

There  shall  be  no  pecuniary  gain  to  members. 

ARTICLE  IV 

The  duration  of  the  corporation  shall  be  perpetual. 

ARTICLE  V 

The  registered  office  of  this  corporation  shall  be 
711  North  Lake  Avenue,  Sioux  Falls,  South  Dakota. 

ARTICLE  VI 

The  names  and  addresses  of  the  incorporators  of  this 
corporation  are: 

ARTICLE  VII 

The  management  of  the  corporation  shall  be  vested 
in  the  Board  of  Directors;  the  number  of  Directors  shall 
be  fixed  by  the  bylaws  of  the  corporation,  the  terms 
of  office  of  the  Directors  shall  be  fixed  by  the  bylaws 
and  may  be  altered  by  amending  the  bylaws  of  the 
corporation.  The  number  of  Directors  constituting  the 
first  Board  of  Directors  shall  be  the  following  persons, 
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each  of  whom  shall  continue  in  office  for  the  term  for 
which  he  has  been  selected  and  until  a successor  is 
elected  and  qualified,  or  until  he  is  removed  as  is  pro- 
vided in  the  bylaws. 

ARTICLE  VIII 

The  conditions,  terms  and  qualifications  for  mem- 
bership in  this  corporation  shall  be  provided  in  the 
bylaws. 

ARTICLE  IX 

Members  of  the  corporation  shall  have  no  personal 
liability  for  corporate  obligations. 

ARTICLE  X 

The  corporation  shall  have  no  capital  stock. 

ARTICLE  XI 

This  corporation  shall  be  independent  of  any  medical 
or  hospital  insurance  plan  or  organization. 

ARTICLE  XII 

In  the  event  of  the  liquidation,  dissolution,  or  winding- 
up  of  the  corporation,  whether  voluntary  or  involuntary 
or  by  operation  of  law,  except  as  and  to  the  extent 
otherwise  provided  or  required  by  law,  the  remaining 
property  and  assets  of  the  corporation  shall  be  dis- 
tributed as  provided  in  the  bylaws  of  the  corporation, 
or  in  the  absence  of  any  such  provisions  in  the  by- 
laws in  such  manner  as  the  Board  of  Directors  of  the 
corporation,  as  constituted  at  the  date  of  entry  of  the 
order  allowing  or  directing  the  liquidation  of  the 
corporation’s  affairs,  in  their  discretion,  shall  by 
majority  vote  determine  the  best  method  calculated 
to  carry  out  the  objects  and  purposes  for  which  the 
corporation  is  formed,  but  for  no  other  purposes,  sub- 
ject however  to  the  provisions  of  Section  C of  Article 
II  of  these  Articles  and  to  the  specific  condition  that 
none  of  the  property  or  assets  of  the  corporation  shall 
be  distributed  for  purposes  other  than  one  or  more  of 
the  exempt  purposes  specified  in  Section  501  (c)  (3) 
or  (6)  of  the  Internal  Revenue  Code  of  1954,  as  that 
section  may  from  time  to  time  hereafter  be  amended. 

ARTICLE  XIII 

These  articles  may  be  amended  in  any  manner  now 
or  hereafter  prescribed  by  law.  A two-thirds  ( % ) 
affirmative  vote  of  those  members  voting  or  a three- 
fourths  ( % ) affirmative  vote  of  Directors  eligible  to 
vote  shall  be  required  for  adoption  of  any  amendment. 

ARTICLE  XIV 

The  principal  office  of  the  corporation  in  the  State 
of  South  Dakota  shall  be  located  in  Sioux  Falls,  Min- 
nehaha County.  The  corporation  may  have  such  other 
offices,  within  or  without  the  State  of  South  Dakota,  as 
the  business  may  require  from  time  to  time. 

The  registered  office  of  the  corporation  required  by 
the  South  Dakota  Non-profit  Corporation  Act  shall 
be  continuously  maintained  in  South  Dakota  and  shall 
be  initially  as  provided  in  the  Articles  of  Incorporation 
subject  to  change  from  time  to  time  by  resolution  of 
the  Board  of  Directors  and  filing  of  a statement  of 
said  change  as  required  by  the  South  Dakota  Non- 
profit Corporation  Act. 

The  Committee  considered  the  Articles  of  Incorporation 
of  the  South  Dakota  Foundation  for  Medical  Care  and 
recommends  the  acceptance  of  these  Articles. 

REPORT  OF  THE  MEDICAL  EDUCATION 
STUDY  COMMITTEE 

The  Medical  Education  Study  Committee  previously 
submitted  a complete  report  of  its  deliberations  and 
the  response  of  the  membership  which  has  been  pub- 
lished in  full  in  the  Journal  of  the  South  Dakota  State 
Medical  Association.  Since  the  publication  of  that  re- 
port, the  legislature  has  met  and  in  spite  of  intensive 
efforts  on  the  part  of  the  officers  of  the  South  Dakota 
State  Medical  Association,  the  legislature  did  not  see 
fit  at  this  time  to  approve  a four  year  degree  granting- 
medical  school.  Instead,  the  legislature  authorized  the 
appointment  of  a special  study  committee  of  the  Legis- 
lative Research  Council  and  appropriated  a fund  of 


$50,000  for  this  committee  to  carry  out  another  in 
depth  study  concerning  the  future  of  medical  educa- 
tion in  South  Dakota.  This  committee  has  been  in- 
structed to  make  a full  report  prior  to  the  time  of  the 
meeting  of  the  next  legislative  session  in  January,  1974. 

It  is  the  intent  of  the  Ad  Hoc  Committee  on  Medical 
Education  of  the  South  Dakota  State  Medical  Associa- 
tion to  cooperate  fully  with  this  special  committee  of 
the  Legislative  Research  Council  and  to  share  with 
them  both  our  data  and  our  feelings  concerning  the 
future  of  medical  education  in  the  state  of  South 
Dakota. 

Respectfully  submitted, 

B.  C.  Gerber,  M.D.,  Chairman 
Medical  Education  Study 
Committee 

The  Committee  reviewed  the  report  of  the  Medical  Ed- 
ucation Study  Committee  and  also  material  which  was 
contained  in  their  formal  report  to  the  membership  which 
was  carried  in  the  November  issue  of  the  SOUTH  DAKO- 
TA JOURNAL  OF  MEDICINE.  The  Committee  recom- 
mends the  acceptance  of  this  report. 

REPORT  OF  THE  RELATIVE  VALUE 
STUDY  COMMITTEE 

The  House  of  Delegates  of  the  South  Dakota  State 
Medical  Association  at  their  1972  meeting  approved 
a resolution  to  appoint  a new  Relative  Value  Study 
Committee  to  up-date  the  South  Dakota  Relative  Value 
Study.  The  organizational  meeting  was  held  Septem- 
ber 13,  1972,  in  Pierre,  South  Dakota,  with  twenty-six 
members  of  the  Committee  present  as  well  as  Doctor 
Taylor,  President  of  the  State  Medical  Association, 
Mr.  Robert  Johnson  and  Patty  Butler.  The  Committee 
is  comprised  of  members  of  the  family  practice  area 
and  rather  complete  coverage  of  the  various  specialties 
represented  in  this  state.  Subsequent  meetings  have 
been  held  on  December  13,  1972,  and  March  28,  1973, 
to  continue  the  study  as  outlined  at  the  organizational 
meeting. 

Much  progress  has  been  made  during  these  three 
meetings,  and  work  has  been  done  on  an  interval  basis 
by  various  sub-committees. 

The  Committee  plans  to  adopt  modifications  of  the 
California  and  Colorado  Relative  Value  Study.  The 
South  Dakota  Relative  Value  Study  will  use  the  five 
digit  code  system  and,  also,  include  some  procedures 
that  are  new  since  the  California  and  Colorado  Rela- 
tive Value  Studies  were  completed.  It  is  hoped  that 
the  final  draft  will  be  ready  for  review  by  the  middle 
of  June,  1973,  and  that  the  new  Relative  Value  Schedule 
will  be  available  to  the  practitioners  in  the  state  by 
September,  1973. 

Respectfully  submitted, 

E.  W.  Sanderson,  M.D.,  Chairman 
Relative  Value  Study  Committee 

The  Reference  Committee  reviewed  the  report  of  the 
Relative  Value  Study  Committee  and  recommends  the  ac- 
ceptance of  this  report. 

ANNUAL  CORPORATION  MEETING 
Minutes  of 

South  Dakota  Medical  Service,  Inc. 

Howard  Johnson  Motor  Lodge  Rapid  City,  S.  D. 

June  8,  1973,  2:45  P.M. 

The  meeting  was  called  to  order  by  John  T.  Elston, 
M.D.,  President,  at  2:45  P.M.,  Friday,  June  8,  1973, 
pursuant  to  notice  duly  given. 

The  President,  Dr.  Elston,  called  for  permission  to 
certify  the  roll  call  previously  acknowledged  in  the 
House  of  Delegates  of  the  South  Dakota  State  Medical 
Association.  Accordingly,  the  following  members  were 
present  for  roll  call:  Doctors  W.  R.  Taylor,  T.  H.  Satt- 
ler,  R.  E.  Van  Demark,  A.  P.  Reding,  J.  T.  Elston, 
Robert  H.  Quinn,  J.  J.  Stransky,  G.  R.  Bartron,  David 
Seaman,  G.  E.  Tracy,  Bruce  Lushbough,  C.  L.  Swanson, 
Fred  Leigh,  Harvard  Lewis,  B.  J.  Begley,  Duane 
Reaney,  T.  E.  Mead,  M.  R.  Cosand,  Eldon  Bell,  B.  C. 
Gerber,  Granville  Steele,  Alfred  Shousha,  Parry  Nel- 
son, D.  N.  Fedt,  R.  E.  Shaskey,  R.  C.  Jahraus,  Louis 
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Karlen,  C.  F.  Gryte,  J.  0.  Mabee,  R.  G.  Gere,  D.  G. 
Ortmeier,  James  Shaeffer,  Karl  Wegner,  Durward  M. 
Lang,  John  B.  Gregg,  Edward  Farkas,  R.  E.  Gunnar- 
son,  R.  W.  Honke,  K.  Muekala,  Kenneth  Halverson, 
A.  J.  Barrett,  R.  H.  Harris,  M.  Langenfeld,  W.  J. 
Mattson,  R.  G.  Nemer,  R.  R.  Lawrence,  E.  A.  Johnson, 
and  student  representative  Jeff  Slingsby.  A quorum 
was  declared  present. 

Dr.  Swanson  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as  they 
have  been  published  in  the  South  Dakota  Journal  of 
Medicine.  The  motion  was  seconded  by  Dr.  Johnson, 
and  motion  carried  on  voice  vote. 

Dr.  Elston  discussed  some  of  the  bills  introduced  at 
the  past  Legislative  session,  with  particular  emphasis 
on  those  concerning  inclusion  of  chiropractic  and  po- 
diatry services  under  Blue  Shield  programs. 

Dr.  Elston  discussed  the  forthcoming  structural 
changes  within  the  Blue  Shield  Corporation.  In  the 
future,  officers’  designations  will  include  Chairman 
of  the  Board,  Vice  Chairman  of  the  Board,  Secretary 
and  Treasurer,  replacing  the  previous  President  of  the 
Board,  Vice  President  and  combined  Secretary- 
Treasurer.  In  addition,  the  Executive  Director  will 
henceforth  be  the  President  of  the  Corporation.  In 
time,  the  title  of  Vice  President  will  also  be  available 
for  certain  qualified  individuals. 

Also,  action  will  be  taken  to  establish  an  11-man 
Board  of  Directors  in  place  of  the  12-man  Board. 
This  will  provide  a larger  percentage  of  lay  represen- 
tation. 

The  financial  reports  were  presented  by  Mr.  Erick- 
son. On  motion  duly  made  and  seconded,  the  reports 
were  approved  as  presented. 

Dr.  Bell  presented  the  report  of  the  Nominating 
Committee.  The  committee  submitted  the  names  of 
T.  H.  Sattler,  M.D.;  E.  A.  Johnson,  M.D.;  Donald 
Breit,  M.D.;  and  Donald  Howe  for  re-election  to  the 
Board  of  Directors  for  three  year  terms.  Mr.  John 
Olson,  Executive  Secretary  of  the  South  Dakota  Rural 
Electric  Association,  was  nominated  for  a one  year 
term,  to  replace  Mr.  G.  L.  Hill.  Dr.  Swanson  moved 
that  the  nominations  cease  and  that  a unanimous  bal- 
lot be  cast  for  the  individuals  nominated.  The  motion 
was  seconded,  and  on  voice  vote  the  motion  carried. 

Mr.  Don  Howe  and  Mr.  G.  L.  Hill  were  introduced 
to  the  Corporate  Body,  and  Dr.  Elston  expressed  ap- 
preciation to  both  of  these  gentlemen  for  their  efforts 
on  behalf  of  the  Board  of  Directors. 

A resolution  was  introduced  by  the  Watertown  Dis- 
trict Medical  Society  concerning  coverage  of  tray  sup- 
ply charges  for  office  surgery.  The  resolution  asked 
that  payment  be  made  for  supplies  and  tray  charges 
when  such  are  used  in  the  physician’s  office. 

RESOLUTION 

TO:  Corporate  Body,  South  Dakota  Blue  Shield. 

FROM:  Second  District  Medical  Society. 

SUBJECT:  Office  and  Clinic  Minor  Surgery  Room, 
Tray,  and  Supply  Charges. 

WHEREAS,  At  the  present  time  tray  charges,  local 
anesthetic  charges,  and  supply  charges  are  allowable 
when  such  charges  are  made  for  minor  surgery  and/or 
work  done  in  the  emergncy  room  at  the  hospital,  and 

WHEREAS,  Comparable  charges  are  presently  de- 
nied by  Blue  Shield  when  similar  work  is  done  in  the 
doctor’s  office  or  in  the  clinic  in  the  minor  surgery 
room, 

BE  IT  THEREFORE  RESOLVED,  that  the  Second 
District  Medical  Society  bring  to  the  attention  of  the 
Blue  Shield  Board  this  inequity  and  inconsistency  as 
regards  payment  for  supplies  and  tray  charges  and 
that  Blue  Shield  be  requested  to  make  provision  for 
payment  for  such  charges  that  arise  out  of  minor 
surgical  treatment  that  is  rendered  in  the  physician’s 
office  or  clinic. 

Dr.  Swanson  moved  that  the  resolution  be  accepted 
as  presented.  The  motion  was  seconded,  and  on  voice 
motion  carried.  The  resolution  will  be  given  to  the 
Board  of  Directors  for  consideration. 

There  being  no  further  business,  the  meeting  ad- 
journed at  3:20  p.m. 


June  9,  1973 

Richard  C.  Erickson 
Secretary-Treasurer 


BALANCE  SHEET 
December  31,  1972 
ASSETS 


Admitted  Assets: 

Cash  on  Hand  and  in  Bank $ 155,506.88 

Accounts  Receivable — Federal  Program  _ 18,766.24 

Accounts  Receivable — Lutheran  Hospital 

& Home  Program 4,332.37 

Expense  Reimbursements  Receivable 1,426.48 

Premiums  Due 20,163.52 

Investment  Income  Receivable  26,371.48 

Savings  Certificates 

First  Dakota  National  Bank, 

Yankton,  S.D.  _ 15,000.00 

United  National  Bank,  Rapid  City,  S.D.  _ 20,000.00 

Valley  State  Bank,  Yankton,  S.D. 20,000.00 

American  State  Bank,  Yankton,  S.D. 20,000.00 

First  State  Bank,  Armour,  S.D.  20,000.00 

Mitchell  National  Bank,  Mitchell,  S.D. 20,000.00 

Custer  County  Bank,  Custer,  S.D.  _ 20,000.00 

United  National  Bank  of  Vermillion, 

Kennebec,  S.D. 20,000.00 

First  National  Bank  of  Black  Hills, 

Rapid  City,  S.D.  20,000.00 

Farmers  & Merchants  Bank, 

Watertown,  S.D.  20,000.00 

Dakota  State  Bank,  Milbank,  S.D.  20,000.00 

First  National  Bank,  Brookings,  S.D. 20,000.00 

Citizens  State  Bank,  Clark,  S.D.  20,000.00 

Bank  of  Lemmon,  Lemmon,  S.D. 20,000.00 

Citizens  Bank,  Mobridge,  S.D. 20,000.00 

Security  Bank,  Webster,  S.D.  20,000.00 

First  National  Bank,  Sioux  Falls,  S.D. 20,000.00 

Northwestern  National  Bank, 

Sioux  Falls,  S.D.  _ 20,000.00 

National  Bank  of  South  Dakota, 

Rapid  City,  S.D.  20,000.00 

Commercial  Trust  & Savings  Bank, 

Mitchell,  S.D.  20,000.00 

Farmers  & Merchants  Bank,  Huron,  S.D.  _ 20,000.00 

Farmers  & Merchants  Bank, 

Aberdeen,  S.D.  20,000.00 

Western  State  Bank,  Sioux  Falls,  S.D.  __  20,000.00 

Pierre  National  Bank,  Pierre,  S.D. 20,000.00 

First  National  Bank,  Pierre,  S.D.  20,000.00 

Miners  & Merchants  Bank,  Lead,  S.D.  20,000.00 

Parker  State  Bank,  Parker,  S.  D. 20,000.00 

McCook  County  Bank,  Salem,  S.D. 20,000.00 

Farmers  State  Bank,  Canton,  S.D.  20,000.00 

Valley  National  Bank,  Sioux  Falls,  S.D.  __  20,000.00 

Corn  Exchange  Bank,  Elkton,  S.D. 20,000.00 

Ipswich  State  Bank,  Ipswich,  S.D. 15,000.00 

Farmers  & Merchants  Bank, 

Plankinton,  S.D.  20,000.00 

First  National  Bank,  Beresford,  S.D. 20,000.00 

Tri  County  State  Bank,  Chamberlain,  S.D.  20,000.00 

Burke  State  Bank,  Burke,  S.D. 20,000.00 

Dakota  State  Bank,  Baltic,  S.D.  20,000.00 

Aberdeen  National  Bank,  Aberdeen,  S.D.  _ 20,000.00 

First  National  Bank,  Aberdeen,  S.D. 20,000.00 

State  Bank  of  Alcester,  Alcester,  S.D. 20,000.00 

First  National  Bank,  Western  Mall 

Branch,  Sioux  Falls,  S.D.  20,000.00 

Livestock  State  Bank,  Artesian,  S.D.  20,000.00 

Big  Stone  State  Bank, 

Big  Stone  City,  S.D.  20,000.00 

Bank  of  Belle  Fourche,  Belle  Fourche,  S.D.  10,000.00 

Hand  County  State  Bank,  Miller,  S.D. 10,000.00 

1st  National  Bank,  Watertown,  S.D.  10,000.00 

First  Western  Bank,  Wall,  S.D. 10,000.00 

First  National  Bank,  Miller,  S.D.  10,000.00 

Farmers  State  Bank,  Faith,  S.D.  10,000.00 

First  State  Bank,  Buffalo,  S.D.  _ 10,000.00 

Spink  County  Bank,  Redfield,  S.D. 10,000.00 

First  Potter  County  Bank, 

Gettysburg,  S.D.'  10,000.00 
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Mansfield  State  Bank,  Mansfield,  S.D. 10,000.00 

The  Bank  of  Centerville,  Centerville,  S.D.  10,000.00 
The  Deuel  County  National  Bank, 

Clear  Lake,  S.  D.  10,000.00 

First  National  Bank,  Garretson,  S.D. 10,000.00 

Hurley  State  Bank,  Hurley,  S.D. 10,000.00 

Community  Bank,  Hartford,  S.D. 10,000.00 

The  Fort  Pierre  National  Bank, 

Fort  Pierre,  S.D.  10,000.00 

Dakota  State  Bank,  Colman,  S.D. 10,000.00 

Union  Bank  & Trust,  Sioux  Falls,  S.D. 20,000.00 

First  National  Bank  of  Black  Hills, 

Spearfish,  S.D.  20,000.00 

Citizens  State  Bank,  Arlington,  S.D. 10,000.00 

Belvidere  State  Bank,  Belvidere,  S.  D. 10,000.00 

Community  Bank,  Avon,  S.D. 10,000.00 

First  State  Bank,  Bridgewater,  S.D. 10,000.00 

Bowdle  State  Bank,  Bowdle,  S.D. 10,000.00 


$1,110,000.00 

U.  S.  Government  Treasury  Notes $ 429,960.45 

Savings  and  Loan 

Perpetual  Savings  & Loan, 

Rapid  City,  S.D.  $ 10,000.00 

First  Federal  Savings  & Loan, 

Watertown,  S.D.  10,000.00 

Home  Federal  Savings  & Loan, 

Sioux  Falls,  S.D.  — 20,000.00 

First  Federal  Savings  & Loan, 

Sioux  Falls,  S.D.  10,000.00 

First  Federal  Savings  & Loan, 

Huron,  S.D.  . 10,000.00 

Aberdeen  Federal  Savings  & Loan, 

Aberdeen,  S.D.  10,000.00 

Madison  Federal  Savings  & Loan, 

Madison,  S.D.  _ 10,000.00 

Dakota  Savings  & Loan,  Sioux  Falls,  S.D.  10,000.00 

Yankton  Savings  & Loan,  Yankton,  S.D.  — 10,000.00 

Brookings  Savings  & Loan, 

Brookings,  S.D.  _ 10,000.00 

First  Federal  Savings  & Loan, 

Beresford,  S.D.  10,000.00 

First  Federal  Savings  & Loan, 

Rapid  City,  S.D.  . 10,000.00 

1st  Dakota  Savings  & Loan,  Pierre,  S.D.  _ 10,000.00 

Mitchell  Home  Federal,  Mitchell,  S.D. 10,000.00 

First  Federal  Savings  & Loan, 

Canton,  S.D.  10,000.00 


$ 160,000.00 

Mortgage  Loan — South  Dakota 

State  Medical  Association  $ 92,545.28 

Real  Estate  $ 30,800.00 


TOTAL  ASSETS  . $2,049,872.70 


LIABILITIES  AND  RESERVES 

Liabilities 

Accrued  Premium  Tax $ 15,864.25 

Accounts  Payable  — 

Federal  11,300.00 

Accounts  Payable  — 

Northwestern  Bell 2,815.00 

Accounts  Payable  — Lutheran 

Hospitals  & Homes 2,499.53 

Accrued  Liabilities  38,886.18 


Total  Liabilities  $ 71,364.96 

Unearned  Income  $ 120,253.92 

Reserves 

Estimated  claims 

not  reported  $425,000.00 

Equalization  of  Comp 

65  Program  45,000.00 

Equalization  of  Major 

Medical  Program  60,000.00 


Total  Reserves  $ 530,000.00 

Surplus  Unassigned  $1,328,253.82 

Total  Liabilities  & Reserves  $2,049,872.70 


STATEMENT  OF  OPERATIONS 
For  Year  Ending  December  31,  1972 

Earned  Premium  Income $2,826,486.17 

Investment  Income  98,095.79 

Other  Income  3,949.70 

TOTAL  INCOME  $2,928,531.66 

Claims  Expense  $2,314,924.21 

Operating  Expense  $ 970,366.25 

Less  Reimbursement 

(Gov’t  Programs)  470,928.56 

NET  OPERATING 

EXPENSE  $ 499,437.69 

TOTAL  CLAIMS  & 

OPERATING  EXPENSE  $2,814,361.90 

NET  GAIN  TO  SURPLUS 
UNASSIGNED  $ 114,169.76 

DISTINGUISHED  SERVICE  AWARD 

Started  in  1951 — T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 
(deceased) 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen 
(deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 

1958 —  Drs.  J.  C.  Hagin,  M.  W.  Pangburn 
(deceased),  and  James  DeGeest,  Miller 

1958 — J.  F.  Brenckle,  M.D.,  Superior  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959 —  Walter  L.  Hard,  Ph.D.,  Vermillion 
1959 — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959 —  R.  M.  Kilgard,  M.D.,  Watertown 
(deceased) 

1960 —  L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 

1961 —  Gregg  M.  Evans,  Ph.D.,  Custer 

1962 —  Edwin  Shaw,  Ph.D.,  Vermillion 

1963 —  Arthur  A.  Lampert,  M.D.,  Rapid  City 

1964 —  John  C.  Foster,  Phoenix,  Arizona 

1965 —  A.  P.  Reding,  M.D.,  Marion 

1966 —  Mrs.  C.  Rodney  Stoltz,  Watertown 

1967 —  Mrs.  William  Fish,  Watertown 

1968 —  G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969 —  F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970 —  Paul  Bunker,  M.D.,  Aberdeen 
(deceased) 

1971 —  E.  T.  Lietzke,  M.D.,  Beresford 
(deceased) 

1972 —  C.  B.  McVay,  M.D.,  Yankton 

1973 —  G.  E.  Tracy,  M.D.,  Watertown 
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FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

R.  A.  Buchanan,  M.D.,  Huron 

Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 
J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn. 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 
W.  E.  Donahoe,  M.D.,  Sioux  Falls 

V.  W.  Embree,  M.D.,  Pierre 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Milbank 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C:  Hagin,  M.D.,  Miller 

Lyle  Hare,  M.D.,  Spearfish 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hoyne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 
R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 
J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs 

(deceased) 

J.  H.  Lloyd,  M.D.,  Mitchell 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.D.,  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton  (deceased) 

M.  O.  Pemberton,  M.D.,  Deadwood 

(deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  Rapid  City 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

W.  H.  Saxton,  M.D.,  Huron 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Madison 

E.  J.  Tobin,  M.D.,  Mitchell 
J.  S.  Tsehetter,  M.D.,  Huron 

F.  W.  Valkenaar,  M.D.,  Chancellor 

(deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls 

(deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.I).,  Aberdeen  (deceased) 
J.  R.  Westaby,  M.D.,  Madison 


G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 
(deceased) 

COMMUNITY  SERVICE  AWARD 

1961 —  R.  A.  Buchanan,  M.D.,  Huron 

1962 —  Roland  F.  Hubner,  M.D.,  Yankton 
3 963 — George  W.  Mills,  M.D.,  Wall 

(deceased) 

1964—  John  C.  Hagin,  M.D.,  Miller 

1965 —  Alonzo  P.  Peeke,  M.D.,  Volga 

1966 —  Hugo  C.  Andre,  M.D.,  Vermillion 
(deceased) 

1967 —  G.  Robert  Bartron,  M.D.,  Watertown 

1968 —  M.  M.  Morrissey,  M.D.,  Pierre 

1969 —  N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970 —  W.  H.  Saxton,  M.D.,  Huron 

1971 —  R.  E.  Van  Demark,  M.D.,  Sioux  Falls 

1972 —  R.  H.  Hayes,  M.D.,  Pierre 

1973 —  B.  F.  King,  M.D.,  Aberdeen 
(deceased) 

AESCULAPIUS  AWARD 

1966 — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968— H.  Phil  Gross,  M.D.,  Sioux  Falls 


before  you  invest . . . 

DIAL  336-2550 


. . . and  ask  for  Chuck  Bahnson.  He's  one  of 
our  Registered  Representatives  in  Sioux  Falls.  And 
we  think  you’ll  be  happy  to  find  how  friendly  and 
competent  he  is  in  discussing  your  investment 
questions. 

DAIN,  KALMAN  & QUAIL 

INCORPORATED 

TELEPHONE:  336-2550 
224  SO.  MAIN  AVE.  • SIOUX  FALLS,  S.  D. 

Investment  Research  With  A Regional  Accent 
Member  New  York  Stock  Exchange,  Inc./lOO  Dain  Tower,  Mpls. 
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01us  is  you/i 

MEDICAL  ASSOCIATION 


News  Notes  • Changes  • Births  • News 


James  P.  Steele,  M.D., 

Yankton,  has  been  named 
vice-president  of  the  Ameri- 
can College  of  Radiology. 


Dr.  Richard  L.  Bowen,  USD 
president,  announced  the  ap- 
pointment of  Karl  H.  Weg- 
ner, M.D.,  a practicing  Sioux 
Falls  physician,  as  Vice  Presi- 
dent for  Health  Affairs  and 
Dean  of  the  School  of  Medi- 
cine at  the  University  of 
South  Dakota.  Dr.  Wegner’s 
appointment  was  effective 
August  1. 


Lloyd  J.  Sweeney,  M.D., 

Sioux  Falls,  has  been  named 
the  first  physician  director 
for  the  Family  Practice  Cen- 
ter located  in  Sioux  Falls. 
The  center  is  the  basis  of  a 
new  program  in  which  twelve 
graduate  physicians  will 
spend  three  years  as  residents 
specializing  in  family  care. 


The  South  Dakota  Nurses’ 
Association  is  presently  main- 
taining a placement  list  for 
registered  nurses  in  the  state. 
Any  physician  or  clinic  in- 
terested in  hiring  a nurse  can 
contact  the  South  Dakota 
Nurses’  Association,  2116 
South  Minnesota  Avenue, 
Sioux  Falls. 


Joseph  N.  Remillard  from 
Redfield.  a freshman  at  the 
University  of  South  Dakota 
Medical  School,  was  the  1973 
recipient  of  the  South  Dakota 
Medical  Scholarship  which  is 
a full  tuition  scholarship. 


The  MIN-DA-MAN  Ortho- 
paedic Society  will  meet  Sep- 
tember 14  and  15  at  the 
Downtown  Holiday  Inn,  Sioux 
Falls.  All  physicians  are  in- 
vited to  attend.  If  anyone  is 
interested  in  presenting  a 
paper,  please  contact  R.  R. 
Giebink,  M.D.,  1200  South 

Euclid.  Sioux  Falls,  president 
of  the  society. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Stan  Sateren,  M.D.,  form- 
erly of  Britton,  has  enrolled  in 
an  internal  medicine  resi- 
dency program  at  Mount 
Carmel  West  Hospital  in 
Columbus,  Ohio. 

John  F.  Barlow,  M.D., 

Sioux  Falls,  spoke  in  Rapid 
City  at  the  Annual  Meeting  of 
the  South  Dakota  Society  of 
Medical  Technologists  on  the 
subjects  of  “Serum  Protein 
Electrophoresis”  and  “Im- 
munoelectrophoresis.” 

The  South  Dakota  Chapter 
of  the  American  Academy  of 
Pediatrics  created  a Chil- 
drens Service  Award  “pro 
juventute.”  This  award  will 
be  given  yearly  to  the  person 
who  has  contributed  the  most 
for  the  welfare  of  the  chil- 
dren in  South  Dakota  during 
the  preceding  year.  The  1973 
award  winner  and  the  first 
one  was  John  W.  Foley,  a 
Watertown  Attorney.  Mr. 
Foley,  who  is  also  the  Cod- 
ington County  States  At- 
torney, worked  during  the 
last  year  for  the  improvement 
of  South  Dakota’s  Child  Pro- 
tection Law  with  the  result 
that  the  law  now  is  probably 
the  most  progressive  in  our 
country. 
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A BETTER  PLACE  TO 
PRACTICE  MEDICINE 

For  those  who  would  prefer  to  live  in  a 
warmer  climate,  avoid  the  big  city  schools, 
traffic  and  practice  problems ; contact  this 
multi-specialty  group,  located  in  a city  of 
100,000  people  in  North  Central  Texas. 
Specialists  in  Internal  Medicine,  Family 
Practice,  Pediatrics,  General  and  Ortho- 
pedic Surgery  are  needed  to  complement 
the  current  staff  of  twenty-one  full  time 
physicians. 

Contact  James  M.  Missler,  Adm. 
Wichita  Falls  Clinic-Hospital, 

1300  Eighth, 

Wichita  Falls,  Texas  76301 


ASSISTANT  MEDICAL  DIRECTOR 

IDS  Life,  a subsidiary  of  Investors  Diver- 
sified Services,  is  seeking  an  internist  or 
general  practitioner.  This  is  an  adminis- 
trative position  on  the  Minneapolis  home 
office  staff  of  a rapidly  growing  life  and 
disability  income  insurance  company.  Pri- 
mary responsibility  is  for  the  medical 
evaluation  of  insurance  applications. 
Ability  to  interpret  electrocardiograms  is 
required.  Position  offers  advancement  po- 
tential, excellent  benefits,  profit  sharing, 
and  expenses  for  relocation  to  Minneapolis. 

Send  resume  in  confidence  to  Dan  Willius, 
3300  IDS  Tower,  Minneapolis,  Minnesota 
55402. 


STAIRWAY  ELEVATOR 


WRITE  FOR  FURTHER  INFORMATION 

Display  Model  On  Hand 


EXCELLENT  FOR: 


• No  Special  Wiring 

* No  Marring  Walls 
or  Stairway 


• Cardiac  Patients 

• Arthritics 

• Post  Operatives 

• Senior  Citizens 

• Paralytics 


KREISERS  SURGICAL,  INC. 

Ph.  336-1155  21st  & Minnesota  Sioux  Falls  Rapid  City  Ph.  342-2773 
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We  have  just  completed  our  92nd  annual  meeting  of  the  South  Dakota  State  Medical  Asso- 
ciation, held  in  Rapid  City. 

I do  wish  to  congratulate  the  Auxiliary  on  their  successful  meeting,  and  extend  our  best 
wishes  to  Mrs.  Odland  as  the  newly  elected  president  of  this  helpful  and  dedicated  group  of  sup- 
porters of  the  medical  profession  and  medical  education.  Their  contribution  to  AMA-ERF  in  ex- 
cess of  $9,000  speaks  to  their  supportive  activities. 

I know  I can  speak  for  all  in  extending  thanks  to  the  Black  Hills  District  local  Arrangements 
Committee  for  their  thoughtful  consideration.  The  Program  Committee  provided  a stimulating 
and  educational  experience  that  was  exceptionally  well  attended.  Special  recognition  should  be 
given  to  the  membership,  however,  for  their  active  and  effective  participation  in  Council,  Refer- 
ence Committee,  and  House  of  Delegates’  deliberations.  Without  this  dedicated  study  and  discus- 
sion in  developing  consensus,  our  goals  would  be  thwarted.  Our  staff  of  Bob  Johnson,  Patty  But- 
ler, and  Jan  Anderson  performed  magnificently  to  organize  and  produce  the  materials  and  reports 
to  keep  our  schedule  of  activities  moving  smoothly. 

A note  of  appreciation  to  Dr.  John  Elston  for  his  years  of  effective  service  as  Speaker  of  the 
House.  We  regret  that  he  felt  it  not  possible  to  continue  at  this  time. 

The  many  actions  and  decisions  are  detailed  in  this  issue  of  the  Journal  and  should  have  fur- 
ther discussion  at  district  medical  meetings.  A special  note,  however,  should  be  made  of  the 
favorable  support  given  to  the  continuing  education  program.  Dr.  Heinrichs  and  his  committee 
prepared  a superb  summary,  and  projected  a program  that  is  most  commendable  and  has  promise 
to  meet  our  various  needs  in  South  Dakota  for  continuing  education.  Their  further  direction  and 
planning  will  be  essential  to  the  fulfillment  of  these  goals. 

Of  major  significance  for  medical  educational  opportunities  in  South  Dakota,  as  well  as 
health-care  progress,  was  the  unanimous  reaffirmation  of  the  South  Dakota  House  of  Delegates’ 
support  of  the  degree-granting  medical-school  proposal. 

Another  major  step  was  the  approval  of  the  Articles  of  Incorporation  of  the  South  Dakota 
Foundation  for  Medical  Care.  Dr.  Joe  Muggly  and  his  committee  provided  an  excellent  evaluation 
of  this  very  complex  problem.  The  Foundation  can  perform  certain  functions  that  our  Medical 
Association  is  not  qualified  to  carry  out.  Thus,  the  Foundation  can  provide  the  framework  for 
various  Medical  Association  activities  or  projects,  as  might  be  required  or  desirable  in  the  future. 
If  needed,  the  Foundation  specifically  could  provide  the  mechanism  to  carry  out  PSRO  functions 
which  may  be  required  in  the  near  future.  PSRO  and  other  vital  concerns  to  the  SDSMA  will 
have  had  full  discussion  in  the  late  June  American  Medical  Association  convention,  and  should 
provide  further  clarification  and  guidance  in  these  vital  areas. 

T.  H.  Sattler,  M.D. 

President 

AUGUST  1973  4) 


SUPERINTENDENT  WANTED 

The  State  Board  of  Charities  and  Cor- 
rections is  accepting  applications  for  the 
position  of  Superintendent  of  Yankton 
State  Hospital,  a 950-bed  state  mental 
hospital  for  mentally  ill.  The  Superin- 
tendent is  responsible  for  direction  of  the 
administration  and  professional  services 
of  the  institution  and  may  be  a medical 
doctor  or  a hospital  administrator. 

The  hospital  is  located  in  a community 
of  10,000  in  the  southeast  corner  of  the 
state  where  camping,  golf,  hunting,  fish- 
ing, water  and  winter  sports  are  available. 
There  are  excellent  school  facilities  and  it 
is  but  a short  drive  to  larger  metropolitan 
areas. 

The  superintendent,  if  a medical  doctor, 
must  have  a state  license  or  eligibility 
thereof  and  psychiatric  board  eligibility  or 
certification,  with  proven  administrative 
ability.  Applications  of  hospital  adminis- 
trators will  be  considered  on  the  basis  of 
educational  qualifications  and  experience. 
Salary  commensurate  with  training  and 
experience.  Full  maintenance  and  liberal 
benefits.  Write  or  call  J.  D.  Parkinson, 
Executive  Director,  Board  of  Charities 
and  Corrections,  Pierre,  South  Dakota. 
Phone  (605)  224-3478. 


DOCTOR! 


DO  YOU  KNOW  THIS  MAN? 

He’s  Peter  Galindo  your  P.R.  contact  with  our 
office.  Periodically  he  stops  in  your  office  to  help 
you  and  your  people  with  claims  problems,  and  he’s 
always  available  to  help  with  special  problems.  If 
you  don’t  know  him,  you  should  — He’s  your  man. 

SOUTH  DAKOTA  BLUE  SHIELD 

711  North  Lake 
Sioux  Falls,  So.  Dakota 


* ★ * * 
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Modem  Press  Inc, 

808  West  Ave.  North 

605-336-2377 

Sioux  Falls,  South  Dakota  57104 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 


organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-B/WIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin?'  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  xhz  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Membership  by  Districts 

ABERDEEN 
DISTRICT  No.  1 


Pres.,  Alfred  Shousha,  M.D. 

Sec.,  Kennon  Broadhurst,  M.D. 

'"Alway,  J.  D. 

Arizona 

Perry,  E.  J. 

Aberdeen 

Avotins,  R. 

Faulkton 

Fahrenwald,  M. 

Redfield 

Rodine,  J.  C.  .. 

Aberdeen 

"Bloemendaal,  G.  J. 

Ipswich 

Gerber,  B.  C.  .... 

Aberdeen 

Rudolph,  E.  A. 

Aberdeen 

Bormes,  R.  E. 

Aberdeen 

-Graff,  L.  W.  

Britton 

Sanders,  M.  E. 

Aberdeen 

Bormes,  W.  A. 

Aberdeen 

Hovland,  James  I.  _. 

Aberdeen 

Sateren,  S.  G. 

Britton 

Broadhurst,  K.  A. 

._  Aberdeen 

Janusz,  A.  J.  

Aberdeen 

Scheffel,  A.  . 

Redfield 

Bunker,  T.  G. 

Aberdeen 

Kosse,  Karl 

Aberdeen 

Seaman,  David 

Aberdeen 

Calene,  J.  L. 

Aberdeen 

Leon,  Paul 

. Aberdeen 

Shaw,  11.  ...  _. 

Ipswich 

Chang,  Joe  P. 

. Aberdeen 

""McCarthy,  P.  V.  

Aberdeen 

Shousha,  Alfred 

Britton 

Christopher,  John 

. Aberdeen 

McIntosh,  G.  F.  _ 

Eureka 

Steele,  G.  H. 

_ Aberdeen 

Damra,  W.  P. 

Redfield 

Murdy,  C.  B. 

Aberdeen 

Sweenv,  W.  T. 

Aberdeen 

Driver,  I. 

Aberdeen 

Norgello,  V. 

Redfield 

Taylor,  Wm.  R. 

Aberdeen 

Eckrich,  J.  A. 

Aberdeen 

Odland,  W.  B.  

Aberdeen 

Vogele,  A.  C. 

Aberdeen 

Ec-ki'ich,  J.  A.,  Jr. 

Aberdeen 

Patterson,  D. 

. Redfield 

Vogele,  C.  L. 

. Aberdeen 

WATERTOWN 

DISTRICT  No.  2 

Pres.,  J.  Rud, 

M.D. 

Sec.,  J.  J.  Stransky,  M.D. 

Allen,  S. - 

Watertown 

Fedt,  D. 

Watertown 

Nelson,  P.  S. 

. _ Watertown 

Argabrite,  J.  W.  __ 

Watertown 

Gysin,  M.  W. 

Watertown 

Piro,  David  F. 

Watertown 

Bartron,  G.  Robert  _ 

Watertown 

Hanson,  B. 

Watertown 

Rousseau,  David 

M.S. 

Bartron,  H.  J.,  Jr.  _ 

Watertown 

Heinrichs,  E.  H. 

Watertown 

Rousseau,  M.  C. 

Watertown 

Brakss,  V. 

Watertown 

Heupel,  Alden  R.  _ 

Watertown 

Rud,  James 

Watertown 

Brevik,  A.  K.  _ 

Watertown 

Hughes,  H.  D. 

Clear  Lake 

Stoltz,  C.  R. 

Watertown 

Brown,  H.  Russell 

Watertown 

-Huppler,  E.  G. 

. Watertown 

Stransky,  J.  J. 

Watertown 

Clark,  C.  J. 

Watertown 

Larson,  James  C.  ..  ._ 

Watertown 

Tracy,  G.  E. 

. Watertown 

Desai,  B.  J. 

Watertown 

Lillard.  R.  . . . 

Watertown 

Wrage.  T.  J.,  Jr. 

_ - Watertown 

Michieli,  Jose 

Watertown 

MADISON-BROOKINGS 

DISTRICT  No.  3 

Pres.,  Werner  Klar,  M.D. 

Sec.,  C.  M.  Kershner,  M.D. 

Anderson,  J.  A. 

_ Madison 

Lushbough,  B.  C. 

Brookings 

Roberts,  C.  S.,  Jr. 

Brookings 

Arbon,  R.  K. 

Idaho 

Malhi,  D.  S. 

Lake  Preston 

Scheller,  D.  I.. 

Arlington 

Belatti,  R.  _.  

Madison 

Malhi,  H. 

Lake  Preston 

Shaskey,  R.  E. 

Brookings 

Francisco,  E.  _ 

..  Estelline 

McCabe,  F.  X. 

Brookings 

-Sherwood,  C.  E.  .... 

. Madison 

Friefeld,  S.  . _ _ 

Brookings 

Muggly,  J.  A. 

_ - _ Madison 

Stensrud,  H.  J. 

Madison 

Henry,  Robert 

Brookings 

Otev,  B.  T. 

Flandreau 

Tank,  M.  

Brookings 

Hura,  R.  . _ 

Howard 

Patt,  W.  H. 

Brookings 

Wait,  C.  

Brookings 

Kershner,  C.  M. 

Brookings 

Peeke,  A.  P.  . _ 

. Volga 

-Westabv,  J.  R. 

Madison 

Klar,  W. 

. Flandreau 

Plowman,  E.  T. 

..  Brookings 

'"Whitson,  G.  E. 

Madison 

Lampert,  A.  A.,  Jr. 

Madison 

Reagan,  J.  L. 

_ Madison 

Wold,  H.  R. 

Madison 

PIERRE 

DISTRICT  No.  4 

Pres.  R.  J.  Zakahi,  M.D. 

Sec.,  J.  T.  Cowan,  M.D. 

Askwig,  L.  C. 

Pierre 

Horthy,  A.  _ . ..  . 

Kennebec 

Spears,  B. 

Pierre 

Collins,  E.  H. 

Gettysburg 

Horthy,  K. 

Kennebec 

Swanson,  C.  L. 

Pierre 

Cowan,  ,J.  T. 

Pierre 

Jahraus,  R.  C. 

Pierre 

Tieszen,  A.  J. 

Pierre 

*Fox,  S.  W. 

Florida 

Lindbloom,  B.  0. 

._  Pierre 

Werthman,  H.  E.  __ 

Pierre 

Hayes,  R.  H. 

Pierre 

Morrissey,  M.  M.  . . . 

Pierre 

Zakahi,  R.  J. 

Pierre 

Park,  Dai  H. 

Pierre 

HURON 

DISTRICT  No.  5 

Pres.,  Louis  Karlen,  M.D. 

Sec.,  Emil  Hofer,  M.D. 

Adams,  H.  P. 

Huron 

Hanson,  Win.  0. 

_ Huron 

Lardinois,  C.  C. 

Huron 

Bell,  G.  Robert 

DeSmet 

Hofer,  E.  A. 

Huron 

Leigh,  F.  D. 

Huron 

Buchanan,  D. 

Huron 

Hohm,  P.  _. 

Huron 

Lenz,  B.  T.  __ 

Huron 

Buchanan,  R.  A. 

Huron 

Hohm,  T. 

Huron 

Monfore,  James 

Miller 

Dean,  Roscoe 

Wess.  Springs 

Iluet,  G.  M. 

Huron 

Orgusaar,  It. 

Florida 

DeGeest,  J.  11. 

Miller 

Joseph,  E. 

Huron 

Saxton,  W.  H. 

Huron 

Gryte,  C.  F. 

Huron 

Karlen,  L.  W. 

DeSmet 

Saylor,  H.  L.,  Jr. 

Huron 

*Hagin,  J.  C. 

Miller 

Kim,  T. 

Tschetter,  P.  S. 

. Huron 
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Berry,  J.  T.  Mitchell 

Binder,  C.  F.  _ __  Chamberlain 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

Erdmann,  Ralph  R. Mitchell 

Gere,  R.  G. Mitchell 

Gillis,  F.  D. Mitchell 

Hockett,  Richard Mitchell 

Holland,  L.  W. Chamberlain 

Judge,  J.  0. Mitchell 


MITCHELL 
DISTRICT  No.  6 

Pres.,  E.  A.  Schabauer,  M.D. 
Sec.,  J.  T.  Berry,  M.D. 

Lewis,  H.  R. Mitchell 

*Lloyd,  J.  H.  Mitchell 

Loos,  C.  M. Chamberlain 

Mabee,  J.  O.  _ Mitchell 

Mabee,  0.  J. Mitchell 

McCann,  J.  P. Parkston 

Monson,  C.  D. Parkston 

Mueller,  E.  H. Tripp 

SIOUX  FALLS 
DISTRICT  No.  7 


Murphy,  John  T. Mitchell 

Schabauer,  E.  A. Mitchell 

Skogmo,  B.  R.  _ Mitchell 

"Tobin,  F.  J.  Mitchell 

Tobin,  L.  W. Mitchell 

Vonburg,  V.  R. Mitchell 

Vose,  J.  L. Mitchell 

Weatherill,  D.  W. _ Mitchell 

Weber,  R.  A. Mitchell 


Alcorn,  F.  A. Sioux  Falls 

Alvine,  F.  G.  _ Sioux  Falls 

Amundson,  Loren Sioux  Falls 

Anderson,  C. Sioux  Falls 

Anderson,  T.  R.  Sioux  Falls 

Anderson,  W.  R. Sioux  Falls 

Angelos,  T. Canton 

Arneson,  W.  A. Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Barlow,  J.  F. Sioux  Falls 

Barnett,  G.  L. Sioux  Falls 

Begley,  B.  J.  _ Sioux  Falls 

Billion,  J.  J. Sioux  Falls 

Billion,  T.  J.,  Jr. Sioux  Falls 

Boade,  W.  A. Sioux  Falls 

Breit,  D.  H.  _ _ Sioux  Falls 

Brewer,  A.  L.  _ _ Sioux  Falls 

Brzica,  S.  M. Sioux  Falls 

Burns,  E.  A. Sioux  Falls 

Burns,  K.  Sioux  Falls 

*Carney,  M. Texas 

Chalmers,  J.  H. Sioux  Falls 

Church,  W.  G.  Sioux  Falls 

*Cottam,  G.  I.  W. Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Cutshall,  V.  K. Sioux  Falls 

Daggett,  James  _ Lennox 

Daw,  E.  F.  Sioux  Falls 

DeClark,  R.  P.  Sioux  Falls 

de  Marco,  Lynn Sioux  Falls 

Devick,  J.  C. Colton 

Donahoe,  J.  W. Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

'Donahoe,  W.  E. Sioux  Falls 

Eirinberg,  I. Sioux  Falls 

Elkjer,  Neil Sioux  Falls 

Ensberg,  D.  _ Sioux  Falls 

Entwistle,  F.  R. Sioux  Falls 

Epp,  D. Freeman 

Ericksen,  E.  G. Sioux  Falls 

Farkas,  E.  C. Sioux  Falls 

Farrell,  H.  W. Sioux  Falls 

Felker,  James Sioux  Falls 

Ferrell,  M.  R.  Sioux  Falls 

Fisk,  R.  G. _ Dell  Rapids 


Pres.,  Denny  Ortmeier,  M.D. 
Sec.,  Karl  Wegner,  M.D. 
Treas.,  R.  R.  Giebink,  M.D. 


Friess,  R.  W. Sioux  Falls 

Frost,  D.  M.  _ Sioux  Falls 

Giebink,  R.  R.  Sioux  Falls 

Greenfield,  D.  L. Sioux  Falls 

Greenfield,  R.  E. Sioux  Falls 

Gregg,  J.  B.  _ _ Sioux  Falls 

Gross,  H.  Phil Sioux  Falls 

* Grove,  M.  S. Sioux  Falls 

Gunnarson,  R.  E. Sioux  Falls 

Hansen,  H.  F. Sioux  Falls 

Hermanson,  J.  M.  Valley  Springs 

Hosen,  R.  S. Sioux  Falls 

Hoskins,  J.  H. Sioux  Falls 

Hoskins,  John Sioux  Falls 

Ihle,  C.  W.  _ _ Sioux  Falls 

Janis,  J.  B. Sioux  Falls 

Jaqua,  R.  A. Sioux  Falls 

Johnson,  D.  L. Sioux  Falls 

Jones,  W.  L. Sioux  Falls 

Kaufman,  I.  I. Freeman 

Kemper,  C.  E. Viborg 

Kennelly,  Daniel Sioux  Falls 

King,  L.  M. Sioux  Falls 

Kittelson,  H.  0. Sioux  Falls 

Kohlmeyer,  F.  C. Sioux  Falls 

Lakstigala,  P.  _ Sioux  Falls 

Lang,  Durward Sioux  Falls 

Larson,  C.  S. Chicago 

Larson,  Leland  J. Sioux  Falls 

Leander,  R.  B. Sioux  Falls 

Leraan,  L.  G. Sioux  Falls 

Lie,  Dagfinn Sioux  Falls 

Maresh,  E.  R. Sioux  Falls 

Mattice,  Lloyd Sioux  Falls 

Moller,  C. Nebraska 

Mutch,  M.  G. Sioux  Falls 

McDonald,  C.  J. Sioux  Falls 

McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V. Sioux  Falls 

McGreevy,  P.  S. Sioux  Falls 

McHardy,  B.  R. Sioux  Falls 

McManus,  T.  B. Sioux  Falls 


YANKTON 
DISTRICT  No.  8 
Pres.,  K.  A.  Muckala,  M.D. 
Sec.,  D.  R.  Holzwarth,  M.D. 
Treas.,  G.  M.  Jameson,  M.D. 


Naughton,  G. Sioux  Falls 

Nelson,  Earl  _ _ Viborg 

*Nelson,  J.  A. Califoi’nia 

Nelson,  R.  E. Sioux  Falls 

Nice,  Richard Sioux  Falls 

Ochsner,  J.  A. Sioux  Falls 

Ogborn,  R.  J. Sioux  Falls 

Opheim,  W.  L. Sioux  Falls 

Orr,  R.  T. Sioux  Falls 

Ortmeier,  Denny Sioux  Falls 

Pasek,  E.  A.  _ _ Sioux  Falls 

Peik,  D.  J. Sioux  Falls 

Petereit,  M.  F.  Sioux  Falls 

Peters,  E.  H.  Sioux  Falls 

Petres,  A. Salem 

Pitt-Hart,  Barry  T. Sioux  Falls 

Quinn,  R.  H.  __  Sioux  Falls 

Reagan,  P.  R. Sioux  Falls 

Rossing,  W.  0. Sioux  Falls 

Rost,  M.  _ _ Sioux  Falls 

Salmon,  Don  _ Sioux  Falls 

Sanderson,  E.  W. Sioux  Falls 

Schultz,  R.  D. Sioux  Falls 

Ser-cl,  W. Sioux  Falls 

Shaeffer,  J.  H.  Sioux  Falls 

Shreves,  H.  _ _ Sioux  Falls 

Sittner,  Larry  Sioux  Falls 

Smith,  G.  _ Sioux  Falls 

Stahmann,  F. Sioux  Falls 

Steiner,  P.  K. Sioux  Falls 

Stern,  C.  A. California 

Swanson,  P.  Sioux  Falls 

Sweeney,  L.  J. Sioux  Falls 

Tam,  Guy Sioux  Falls 

Tschetter,  R.  T. Sioux  Falls 

Van  Demark,  R.  E. Sioux  Falls 

Villa,  Jose Freeman 

Volin,  V.  V. Sioux  Falls 

Wagner,  Loyd Sioux  Falls 

Waltner,  Lonnie Bridgewater 

Walton,  J.  E.  Sioux  Falls 

Wegner,  K.  H.  Sioux  Falls 

Williams,  B.  J.  Sioux  Falls 

"Williams,  M.  F.  Minnesota 

Zandersons,  V. Parker 


Auld,  Marian 

Yankton 

Auld,  M.  A. 

Yankton 

Behan,  Lawrence  _ 

_ Yankton 

Doubrava,  S.  M. 

Yankton 

Fletcher,  H. 

Vermillion 

Foley,  R.  J. 

Tyndall 

Halverson,  K. 

Yankton 

Held,  G 

Yankton 

Herbrandson,  C.  R. 

Vermillion 

Herzog,  B.  F. 

Yankton 

-Hill,  J.  F. 

Yankton 

Holzwarth,  D.  R. 

Yankton 

Honke,  R.  W. 

Wagner 

Hubner,  R.  F. 

Yankton 

Jackson,  J.  K 

_ Yankton 

Jameson,  G.  M. Yankton 

Johnson,  C.  F. Yankton 

Kalda,  E.  F. _ Platte 

Lowe,  J.  A. Vermillion 

Lyso,  M.  Yankton 

McVay,  C.  B. Yankton 

Moore,  E.  J. Vermillion 

Muckala,  Kenneth Vermillion 

Parrish,  H.  Vermillion 

Porter,  Richard  I. Yankton 

Pratt,  F. Yankton 

Price,  Ronald Armour 

Radack,  Morris Yankton 

Ranney,  B. Yankton 

Reaney,  D.  B. Yankton 


Reding,  A.  P.  Marion 

Ryan,  C.  F. New  York 

Saoi,  N.  B.  Yankton 

Sattler,  T.  H. Yankton 

Savage,  L.  Yankton 

Sebring,  F.  U. Vermillion 

Stanage,  W.  F. Yankton 

Steele,  J.  P. Yankton 

Stephenson,  D.  R. Yankton 

Thompson,  R.  F. Yankton 

Thornton,  R.  R. Yankton 

Tidd,  J.  T. Yankton 

Turner,  C.  R. Vermillion 

Willcockson,  T.  H. Yankton 
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Ahrlin,  H.  L. Rapid  City 

Allen,  Bruce  Rapid  City 

Anderson,  A.  B.  Lead 

Bailey,  J.  D. Rapid  City 

Bareis,  R.  J.  Rapid  City 

Barrett,  A.  J. Rapid  City 

Behrens,  C.  L.  _ Rapid  City 

Bergeron,  D.  A.  Rapid  City 

Barkebile,  Dale Rapid  City 

Blake,  Charles  A.  Rapid  City 

Bloemendaal,  R.  D.  Rapid  City 

Blunck,  C.  J.  Rapid  City 

*Borgmeyer,  H.  J.  _ Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bray,  R.  B.  Rapid  City 

Cameron,  D.  E.  Rapid  City 

Carson,  L.  E. Lead 

’■’Chassell,  J.  L.  Belle  Fourche 

’"Clark,  B.  S.  Spearfish 

Cline,  J.  A.  _ North  Carolina 

‘"Crane,  H.  L.  Avon,  Conn. 

Davidson,  H.  E.  Ft.  Meade 

Dewald,  A.  Rapid  City 

Dulaney,  C.  H.  __  __  Ft.  Meade 

Dzintars,  P.  F. Rapid  City 

Elston,  J.  T.  _ Rapid  City 

Finley,  R.  C. Rapid  City 

Freimark,  L.  G. Rapid  City 

Fromm,  H.  E.  Rapid  City 

Frost,  H.  L. Rapid  City 

Geib,  W.  A. Rapid  City 


BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  W.  E.  Jones,  M.D. 
Sec.,  A.  J.  Barrett,  M.D. 


Golliher,  W.  N.  _ _ 
Gwinn,  C.  B.  __  _ 
Haas,  S.  _ 

Hamm,  Joseph  

Hare,  H.  J.  _ 

"Hare,  Lyle 

Harris,  R.  H.  _ 

Haugan,  H.  0.  

Hewitt,  J.  M.  - 
Hofmann,  A.  R. 

Jacobson,  T.  R.  

James,  E.  

Janss,  Gerti 

Janss,  Wm.  

Javurek,  A.  J. 
Johnson,  Robert  K. 

Jones,  W.  E. 

Kegaries,  D.  L. 
Kelley,  D.  H.  _ 

Kovarik,  J.  A.  

Kovarik,  R.  A.  

Kovarik,  W.  J.  _ 
Kunz,  J.  A. 

Kwan,  F.  P. 

Lampert,  A.  A.  __ 
Langanfeld,  M.  G.  . 

Lowe,  H.  E.  

Mangulis,  G. 

Mattox,  J.  E. 

Massa,  L.  L.  


Spearfish 

_ Rapid  City 
Ellsworth  AFB 

Sturgis 

Rapid  City 

Spearfish 

Rapid  City 

Rapid  City 

Rapid  City 

Rapid  City 
Hot  Springs 

Rapid  City 

Rapid  City 
Rapid  City 

Deadwood 

_ _ Rapid  City 

Sturgis 

Rapid  City 
Rapid  City 
Rapid  City 
Rapid  City 
Rapid  City 
Rapid  City 
Rapid  City 
_ Rapid  City 

Spearfish 

Custer 

_ Philip 
_ _ Deadwood 
Sturgis 


Mattson,  W. 

Mead,  T. 

Merryman,  M.  P. 

Meyers,  W. 

Millea,  R.  P. 

Munson,  H.  B. 

"O’Toole,  T.  F.  _ 

Owen,  G.  S. 

Palmerton,  E.  S. 

Perry,  Wm. 

’"Raciusch,  F.  J.  

Ruud,  E.  T. 

’"Salladay,  I.  R.  _ 

’"Saxton,  A.  J. 

Sejvar,  J.  P. 

Sherrill,  S.  F. 

Shining,  H.  S.  - 
Slingsby,  J.  B. 
Strand,  R.  D.  __ 

Swisher,  L.  P.  

Tesar,  C.  E. 

Theissen,  H.  H.  

Trinidad,  R.  

Westabv,  R.  S.,  Jr.  _ 
Whitney,  N.  R. 

Williams,  F.  R.  

Wood,  G.  F.  _ 

Yackley,  J.  V. 

Yokan,  M.  R.  _ 
Zanka,  J.  A. 


__  Rapid  City 

Spearfish 

__  Rapid  City 
. Hot  Springs 
_ Rapid  City 
— _ Rapid  City 
Rapid  City 
Rapid  City 
__  Rapid  City 

Ft.  Meade 

...  Rapid  City 
_ Rapid  City 

Pierre 

Kansas 

St.  Paul 

Belle  Fourche 
__  Rapid  City 
Rapid  City 
_ Rapid  City 

Kadoka 

Rapid  City 
_ Rapid  City 
Deadwood 
__  Rapid  City 
Rapid  City 
Rapid  City 
Rapid  City 
Rapid  City 
_ Ft.  Meade 
_ Rapid  City 


ROSEBUD 
DISTRICT  No.  10 

Sec.,  Robert  Stiehl,  M.D. 


Cosand,  M.  R. 

Winner 

Nemer,  R.  G. 

Gregory 

Sweet,  E.  P. 

Stiehl,  R.  . 

Winner 

Burke 


Collins,  J.  D.  Hoven 

Johnson,  C.  A.  Lemmon 

Lawrence,  R.  R.  Mobridge 


Batt,,  E.  J. Sisseton 

Bell,  Eldon Webster 

fBrinkman,  W.  C. Sisseton 

Buentipo,  B. Milbank 


NORTHWEST 
DISTRICT  No.  11 

Pres.,  R.  R Lawrence,  M.D. 
Sec.,  L.  M.  Linde,  M.D. 


Linde,  Leonard Mobridge 

Nolan,  B.  P. Mobridge 

Pelton,  Charles  Hoven 


WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  Joseph  Kass,  M.D. 
Sec.,  E.  J.  Batt,  M.D. 


Gregory,  D.  A. Milbank 

Janavs,  V. Milbank 

Johnson,  E.  A. Milbank 


Ryan,  J.  E. Mobridge 

’"Spiry,  A.  W. Mobridge 

Torkildson,  G. McLaughlin 


Kass,  Joseph Rosholt 

Lovering,  J. Sisseton 

Nelson,  L.  F. Webster 

Vogelgesang,  L.  C. Webster 


M.S. — Indicates  Military  Service 


* — Indicates  Honorary  Membership 
f — Indicates  Retired  from  Practice 
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Adams,  H.  P. Huron 

Ahrlin,  H.  L.  Rapid  City 

Alcorn,  F.  A. Sioux  Falls 

Allen,  Bruce Rapid  City 

Allen,  S.  W. Watertown 

Alvine,  F.  G. Sioux  Falls 

*Alway,  J.  D. Arizona 

Amundson,  Loren Sioux  Falls 

Anderson,  A.  B. Lead 

Anderson,  C.  Wm. Sioux  Falls 

Anderson,  J.  A. Madison 

Anderson,  T.  R. Sioux  Falls 

Anderson,  W.  R. Sioux  Falls 

Angelos,  T.  _ Canton 

Arbon,  R.  K.  Idaho 

Argabrite,  J.  W. Watertown 

Arneson,  W.  A. Sioux  Falls 

Askwig,  L.  C.  Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  Marian Yankton 

Auld,  M.  A.  _ Yankton 

Avotins,  R. Faulkton 

Bailey,  J.  D.  _ Rapid  City 

Bareis,  R.  J. Rapid  City 

Barlow,  J.  F.  _ Sioux  Falls 

Barnett,  G.  L. Sioux  Falls 

Barrett,  A.  J. Rapid  City 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Jr. Watertown 

Batt,  E.  J. Sisseton 

Begley,  B.  J. Sioux  Falls 

Behan,  L.  G. Yankton 

Behrens,  C.  L. Rapid  City 

Belatti,  R. Madison 

Bell,  Eldon _ Webster 

Bell,  G.  Robert  _ _ DeSmet 

Bergeron,  D.  A. Rapid  City 

Berkebile,  D. Rapid  City 

Berry,  J.  T.  _ _ Mitchell 

Billion,  J.  J. Sioux  Falls 

Billion,  T.  J.,  Jr. Sioux  Falls 

Binder,  C.  F. Chamberlain 

Blake,  C.  A.  _ Rapid  City 

*Bloemendaal,  G.  J. Ipswich 

Bloemendaal,  R.  D. Rapid  City 

Blunck,  C.  F. Rapid  City 

Boade,  W.E.  Sioux  Falls 

*Borgmeyer,  H.  J Rapid  City 

Bormes,  R.  E. Aberdeen 

Bonnes,  W.  A. Aberdeen 

Boyce,  R.  A.  _ _ Rapid  City 

Brakss,  V.  — _ Watertown 

Bray,  R.  B.  _ _ Rapid  City 

Breit,  D.  H. Sioux  Falls 

Brevik,  A.  K. Watertown 

Brewer,  A.  L. Sioux  Falls 

fBrinkman,  W.  C. Sisseton 

Broadhurst,  K.  A. Aberdeen 

Brown,  H.  R. Watertown 

Brzica,  S.  M.  _ _ Sioux  Falls 

Buchanan,  D. Huron 

Buchanan,  R.  A. Huron 

Buentipo,  B. Milbank 

Bunker,  T.  G.  _ Aberdeen 

Burns,  E.  A. Sioux  Falls 

Burns,  K.  R. Sioux  Falls 

Calene,  J.  L. Aberdeen 

Cameron,  D.  E.  Rapid  City 

*Carney,  M. Ft.  Worth,  Texas 

Carson,  L.  E. _ Lead 

Chalmers,  J.  H. Sioux  Falls 

Chang,  J.  P. Aberdeen 

*Chassell,  J.  L. Belle  Fourche 

Christopher,  John Aberdeen 

Church,  Bill  G. Sioux  Falls 

*Clark,  B.  S. Spearfish 

Clark,  C.  J. Watertown 

Cline,  J.  A. North  Carolina 


Collins,  E.  H. Gettysburg 

Collins,  James Hoven 

Cosand,  M.  R.  _ _ Winner 

*Cottam,  G.  I.  W. Sioux  Falls 

Cowan,  J.  T. Pierre 

*Crane,  H.  L.  Connecticut 

Cutshall,  V.  H. Sioux  Falls 

Cutshall,  V.  K. Sioux  Falls 

Daggett,  James Lennox 

Damm,  W.  P.  _ _ Redfield 

Davidson,  H.  E. Ft.  Meade 

Daw,  E.  F.  _ _ Sioux  Falls 

Dean,  Roscoe Wess.  Springs 

DeClark,  R.  P. Sioux  Falls 

De  Geest,  J.  H. Miller 

Delaney,  R.  J.  _ _ Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

de  Marco,  Lynn Sioux  Falls 

Desai,  B.  J. Watertown 

Devick,  J.  S.  _ Colton 

Dewald,  A.  Rapid  City 

Donahoe,  J.  W. Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

sDonahoe,  W.  E. Sioux  Falls 

Doubrava,  S.  F. Yankton 

Driver,  I.  E.  Aberdeen 

Dulaney,  C.  H. Ft.  Meade 

Dzintars,  P.  F. Rapid  City 

Eckrich,  J.  A. Aberdeen 

Eckrich,  J.  A.,  Jr. Aberdeen 

Eirinberg,  I. Sioux  Falls 

Elkjer,  Neil Sioux  Falls 

Elston,  J.  T. Rapid  City 

Ensberg,  D.  L. Sioux  Falls 

Entwistle,  F.  R.  _ _ Sioux  Falls 

Epp,  D.  L. Freeman 

Erdmann,  R.  R. Mitchell 

Ericksen,  E.  G. Sioux  Falls 

Fahrenwald,  M. Redfield 

Farkas,  E.  C. Sioux  Falls 

Farrell,  H.  W.  Sioux  Falls 

Fedt,  Donald Watertown 

Felker,  J.  _ _ Sioux  Falls 

Ferrell,  M.  R. Sioux  Falls 

Finley,  R.  C.  Rapid  City 

Fisk,  R.  G.  - _ Dell  Rapids 

Fletcher,  H. Vermillion 

Foley,  R.  J.  _ Tyndall 

*Fox,  S.  W.  Florida 

Francisco,  E. Estelline 

Freimark,  L.  _ Rapid  City 

Friefeld,  S.  _ _ Brookings 

Friess,  R.  W. Sioux  Falls 

Fromm,  H.  E. Rapid  City 

Frost,  D.  M.  _ Sioux  Falls 

Frost,  H.  L.  Rapid  City 

Gerber,  B.  C.  Aberdeen 

Gere,  R.  G. Mitchell 

Giebink,  R.  R. Sioux  Falls 

Gillis,  F.  D. Mitchell 

Golliher,  W.  N. Spearfish 

* Graff,  L.  W.  _ _ Britton 

Greenfield,  D.  L. Sioux  Falls 

Greenfield,  R.  E. Sioux  Falls 

Gregg,  J.  B. Sioux  Falls 

Gregory,  D.  A. Milbank 

Gross,  H.  Phil Sioux  Falls 

* Grove,  M.  S. Sioux  Falls 

Gryte,  C.  F. Huron 

Gunnarson,  R.  E. Sioux  Falls 

Gwinn,  C.  B.  Rapid  City 

Gysin,  Walter Watertown 

Haas,  Stephen Ellsworth  AFB 

*Hagin,  J.  C. Miller 

Halverson,  K. Yankton 

Hamm,  Joseph Deadwood 

Hansen,  H.  F. Sioux  Falls 

Hanson,  B. Watertown 


Hanson,  W.  0.  _ Huron 

Hare,  H.  J. Rapid  City 

"Hare,  Lyle  Spearfish 

Harris,  Russell Rapid  City 

Haugan,  H.  0.  Rapid  City 

Hayes,  R.  H. __  Pierre 

Heinrichs,  E.  H. Watertown 

Held  G.  - Yankton 

Henry,  Robert Brookings 

Herbrandson,  C.  R. Vermillion 

Hermanson,  J.  M.  _ Valley  Springs 
Herzog,  B.  F.  _ Yankton 

Heupel,  Alden  R.  _ _ Watertown 

Hewitt,  J.  M. Rapid  City 

*Hill,  J.  F. Yankton 

Hockett,  R.  D.  Mitchell 

Hofer,  E.  A. Huron 

Hofmann,  A.  R.  Rapid  City 

Hohm,  Paul  _ _ Huron 

Hohm,  Theo.  _ Huron 

Holland,  L.  W.  _ . Yankton 

Holzwarth,  D.  R. Yankton 

Honke,  R.  W. Wagner 

Horthy,  A.  Kennebec 

Horthy,  K. Kennebec 

Hosen,  R.  S. Sioux  Falls 

Hoskins,  J.  H.  Sioux  Falls 

Hoskins,  John Sioux  Falls 

Hovland,  James  I.  Aberdeen 

Hubner,  R.  F.  _ _ Yankton 

Huet,  G.  M.  _ Huron 

Hughes,  H.  D.  Clear  Lake 

*Huppler,  E.  G. Watertown 

Hura,  R.  _ Howard 

Ihle,  C.  W.  _ Sioux  Falls 

Jackson,  J.  K.  _ _ Yankton 

Jacobson,  T.  R. Hot  Springs 

Jahraus,  R.  C. Pierre 

James,  E.  Rapid  City 

Jameson,  G.  M. Yankton 

Janavs,  V.  _ - Milbank 

Janis,  J.  B.  _ Sioux  Falls 

Janss,  Gerti Rapid  City 

Janss,  Wm. Rapid  City 

Janusz,  A.  J. Aberdeen 

Jaqua,  R.  A.  Sioux  Falls 

Javurek,  A. Deadwood 

Johnson,  C.  A.  _ _ Lemmon 

Johnson,  C.  F.  _ _ Yankton 

Johnson,  D.  L. Sioux  Falls 

Johnson,  E.  A.  _ Milbank 

Johnson,  Robert Rapid  City 

Jones,  W.  E. Sturgis 

Jones,  W.  L. Sioux  Falls 

Joseph,  E.  Huron 

Judge,  J.  0. Mitchell 

Kalda,  E.  F.  _ _ Platte 

Karlen,  L.  W. DeSmet 

Kass,  Joseph  _ Rosholt 

Kaufman,  I.  I.  _ Freeman 

Kegaries,  D.  L. Rapid  City 

Kelley,  D.  H.  Rapid  City 

Kemper,  C.  E. Viborg 

Kennelly,  D.  Sioux  Falls 

Kershner,  C.  M. _ Brookings 

Kim,  T. Huron 

King,  L.,  Jr. Sioux  Falls 

Kittelson,  H.  O. Sioux  Falls 

Klar,  W.  Flandreau 

Kohlmeyer,  F.  C. Sioux  Falls 

Kosse,  Karl Aberdeen 

Kovarik,  J.  A. Rapid  City 

Kovarik,  R.  A.  Rapid  City 

Kovarik,  W.  J. Rapid  City 

Kunz,  J.  A. Rapid  City 

Kwan,  F.  P.  Rapid  City 

Lakstigala,  Peter Sioux  Falls 

Lampert,  A.  A. Rapid  City 
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Lampert,  A.  A.,  Jr. 

Madison 

Lang,  Durward 

Sioux  Falls 

Langenfeld,  M.  G. 

Spearfish 

Lardinois,  C.  C.  _ 

Huron 

Larson,  C.  S. 

Chicago 

Larson,  J.  C. 

_ __  Watertown 

Larson,  Leland  J.  _ 

Sioux  Falls 

Lawrence,  R.  R. 

Mobridge 

Leander,  R.  B. 

Sioux  Falls 

Leigh,  F.  D. 

Huron 

Lenz,  B.  T.  

Huron 

Leon,  Paul  _ 

Aberdeen 

Leraan,  L.  G. 

Sioux  Falls 

Lewis,  H.  R. 

__  Mitchell 

Lie,  Dagfinn 

. . Sioux  Falls 

Lillard,  R. 

_ _ Watertown 

Lindbloom,  B.  0. 

Pierre 

Linde,  Leonard 

Mobridge 

* Lloyd,  J.  H. 

Mitchell 

Loos,  C.  M.  . 

Chamberlain 

Lovering,  J. 

Webster 

Lowe,  H.  E. 

_ Custer 

Lowe,  J.  A.  . 

Vermillion 

Lushbough,  B.  C. 

Brookings 

Lyso,  M. 

Yankton 

Mabee,  J.  0. 

Mitchell 

Mabee,  0.  J.  . 

Mitchell 

Malhi,  I).  S. 

Lake  Preston 

Malhi,  H. 

Lake  Preston 

Mangulis,  G. 

Philip 

Maresh,  E.  R. 

Sioux  Falls 

Massa,  L.  L. 

Sturgis 

Mattice,  L. 

. Sioux  Falls 

Mattox,  J.  E. 

Deadwood 

Mattson,  W. 

Rapid  City 

McCabe,  F.  X. 

Brookings 

McCann,  J.  P. 

Parkston 

^McCarthy,  P.  V. 

Aberdeen 

McDonald,  C.  J. 

Sioux  Falls 

McGreevy,  E.  J. 

Sioux  Falls 

McGreevy,  J.  V.  _ 

Sioux  Falls 

McGreevv,  P.  S. 

Sioux  Falls 

McHardv,  B.  R. 

Sioux  Falls 

McIntosh,  G.  F. 

Eureka 

McManus,  T.  B. 

Sioux  Falls 

McVay,  C.  B. 

Yankton 

Mead,  T. 

Spearfish 

Merryman,  M.  P. 

Rapid  City 

Meyers,  W. 

Hot  Springs 

Michieli,  Jose 

Watertown 

Millea,  R.  P. 

Rapid  Citv 

Moller,  C. 

Nebraska 

Monfore,  James 

. Miller 

Monson,  C.  D. 

Parkston 

Moore,  E.  J. 

_ Vermillion 

Morrissey,  M.  M. 

Pierre 

Muckala,  Kenneth 

Vermillion 

Mueller,  E.  H. 

Tripp 

Muggly,  J.  A.  __ 

Madison 

Munson,  H.  B.  __ 

Rapid  Citv 

Murdy,  C.  B. 

Aberdeen 

Murphy,  J.  T. 

Mitchell 

Mutch,  M.  G.  _ 

Sioux  Falls 

Naughton,  G. 

_ Sioux  Falls 

Nelson,  Earl 

Viborg 

-Nelson,  J.  A.  _ _ 

California 

Nelson,  L.  F. 

Webster 

Nelson,  P.  S.  . 

Watertown 

Nelson,  R.  E. 

Sioux  Falls 

Nemer,  R.  G. 

Gregory 

Nice,  R. 

_ _ Sioux  Falls 

Nolan,  B.  P. 

Mobridge 

Norgello,  V. 

_ . Sioux  Falls 

Ochsner,  J.  A. 

Sioux  Falls 

Odland,  W.  _ 

Aberdeen 

Ogborn,  R.  J. 

Opheim,  W.  L.  _ 

Orgusaar,  R. 

Orr,  R.  T. 

Ortmeier,  D.  

Otey,  B.  T. 

"O’Toole,  T.  F. 

Owen,  G.  S. 

Palmerton,  E.  S.  _ 
Park,  Dai  H. 
Parrish,  H. 

Pasek,  E.  A.  

Patt,  W.  H.  _ 

Patterson,  D.  

Peeke,  A.  P. 

Peik,  D.  J. 

Pelton,  C.  _ 

Perry,  E.  J.  

Perry  W.  J. 

Petereit,  M.  F. 

Peters,  E.  H. 

Petres,  A.  

Piro,  D.  F. 

Pitt-Hart,  B.  T.  _ 
Plowman,  E.  T. 
Porter,  Richard  _ 

Pratt,  F. 

Price,  Ronald  

Quinn,  R.  H.  __ 

Radac-k,  M.  L.  

"Radusch,  F.  J. 
Ranney,  Brooks 
Reagan,  J.  L.  _ 
Reagan,  P.  R.  __ 
Reaney,  D.  B.  _ 
Reding,  A.  P.  __ 
Roberts,  C.  S.,  Jr. 

Rodine,  J.  C. 

Rossing,  W.  0. 
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Did  You  Know  . . . 


. . . that  South  Dakota  Blue  Shield  is  concerned 
about  the  misuse  of  alcohol  and  drugs? 

. . . that  we  have  literature  available  for  you 
and  your  patients? 

Blue  Shield  cares  about  people! 


SOUTH  DAKOTA  BLUE  SHIELD 

711  North  Lake 
Sioux  Falls,  South  Dakota 
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SMALL  ROLL  . 

Two  forms  of  Cordran 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

W hile  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
: tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5 -mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

W arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  stein  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


John  F.  Barlow,  M.D.,  FCAP** 
Pathologist-Editor 


Jeffrey  L.  Peterson,  M.D.:‘ 

Intern,  Discusser 


FIFTY  FOUR  YEAR  OLD  WOMAN  WITH  ANEMIA 
AND  SPLENOMEGALY  FOR  SEVERAL  MONTHS 


CASE  NO.  73-1173 

Previous  admission  - 12-48  normal  delivery.  Hemo- 
globin 8.3  gms/dl. 

11- 8-52  to  11-10-52  false  labor. 

5-14-53  to  5-18-53  chronic  inflammation  of  vaginal 
septum.  Hemoglobin  11.1  gms/dl.,  white  count  5,500/ 
mm3  with  54%  segmented  neutrophils,  2%  basophils', 
39%  lymphocytes,  5%  monocytes,  spleen  nonpalpable. 

5-30-58  to  6-1-58  for  leukoplakia  of  cervix.  Hemo- 
globin was  11.3  gms/dl.,  white  count  6,100/mm3,  spleen 
nonpalpable. 

10-13-59  to  10-22-59  removal  of  twisted  and  in- 
farcted  ovarian  cyst.  Hemoglobin  11.5  gms/dl,  white 
count  13,900/mm3  with  82%  segmented  neutrophils, 
3%  bands,  and  15%  lymphocytes. 

12- 27-64  to  1-4-65  hysterectomy  for  cystocele,  recto- 
cele.  Hemoglobin  12.1  gms/dl.,  white  count  11,000mm3 
with  54%  segmented  neutrophils,  1%  neutrophilic 
bands,  4%  eosinophils,  2%  basophils,  34%  lymphocytes, 
5%  monocytes,  spleen  nonpalpable. 

This  54-year-old  lady  was  admitted  to  Sioux  Valley 
Hospital  on  January  1973  because  of  anemia  and  high 
erythrocyte  sedimentation  rate.  She  had  nonspecific 
complaints:  1)  hemorrhoids  for  years  which  bled  slight- 
ly, 2)  a swollen  left  ankle  in  the  past  month  without 
pain,  redness  or  tenderness,  3)  abdominal  discomfort 
after  eating  a large  meal  but  no  particular  relation- 
ship with  fatty  foods  for  the  past  4 months.  This  dis- 
comfort was  vague  but  was  described  as  a burning 
epigastric  pain  with  excessive  bloating  and  associated 
with  nausea  and  vomiting  which  relieved  the  abdominal 
discomfort,  4)  some  leg  cramps  1-3  times  a week  for 
the  past  1 Zi  years,  5)  some  weakness  and  tiredness 
and  easy  fatigability  for  the  last  several  months,  6) 
hypothyroidism  for  many  years  requiring  thyroid  med- 
ication. There  was  no  other  significant  history  and  no 
history  of  excessive  use  of  cigarettes  or  alcohol. 

PHYSICAL  EXAMINATION:  Pulse  84/minute  and 
regular,  respirations  24/minute  and  regular,  blood 
pressure  110  systolic  over  74  diastolic.  Temperature 
97.4°F,  weight  145  lbs.,  height  5'7".  The  patient  ap- 
peared pale  with  slightly  icteric  sclerae.  Examination 
of  the  head  and  neck  was  unremarkable.  There  were 
no  palpable  lymph  nodes  in  the  neck.  The  thyroid  was 
negative.  The  lungs  were  clear  to  auscultation  and  per- 
cussion. The  heart  was  not  enlarged  and  showed  no 
murmurs  or  abnormal  sounds.  Examination  of  the  ab- 
domen revealed  that  the  splenic  tip  descended  3 cm. 
below  the  costal  margin  on  palpation.  Pelvic  and  neuro- 
logic examination  were  unremarkable. 


*Intern,  Sioux  Valley  Hospital 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and 
Sioux  Valley  Hospital,  Professor  of  Pathology, 
School  of  Medicine,  University  of  South  Dakota 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA 
08032  from  the  National  Cancer  Institute  of  the  National  Institute 
of  Health,  U.  S,  Public  Health  Service. 


LABORATORY  DATA:  Urinalysis  straw  colored, 
specific  gravity  1.012,  pH  6.5,  negative  for  protein, 
glucose,  ketone  bodies,  bile,  hemoglobin.  Microscopic 
1-3  white  cells/hpf  and  5-10  red  eells/hpf.  Hemoglobin 
11.3  gms/dl.,  red  count  3.29  million/mm3,  hematocrit 
32  vols/dl.  Cell  indices  were  found  to  be  normal.  Leu- 
kocyte count  3000/mm3  with  58%  neutrophils,  4% 
neutrophilic  bands,  37%  lymphocytes,  and  i%  mono- 
cytes. Platelets  appeared  normal  in  number  and  mor- 
phology. The  red  cells  showed  slight  anisiocytosis.  Re- 
ticulocyte count  2.1%,  platelet  ll2,000/mm*.  A sero- 
logic test  for  syphilis  was  nonreactive.  Three  tests  for 
occult  blood  in  the  stools  were  negative.  Direct  and  in- 
direct Coombs  test  were  negative.  Total  protein,  cal- 
cium, inorganic  phosphorus,  glucose,  BUN,  uric  acid, 
creatinine  were  within  normal  limits.  A cholesterol  was 
125  mgs/dl,  alkaline  phosphatase  140  international 
units, /d  1 (normal  20-95  international  units),  SGOT  150 
units,  /dl,  protein  bound  iodine  3.5  mierograms/dl,  tri- 
iodothyronine resin  uptake  27%,  bilirubin  was  1.0 
mg/dl  direct  0.4  mgs/dl  indirect  and  1.4  mgs/dl  total. 
There  was  a hypercellular  bone  marrow  with  normal 
myeloid  and  erythroid  maturation.  A culture  for  fungus 
and  tuberculosis  of  the  marrow  was  negative  at  4 
weeks.  A chest  x-ray  was  unremarkable.  Barium  enema 
and  upper  GI  series  were  unremarkable.  Cholecytogram 
showed  nonvisualization  of  the  gallbladder.  She  wasi 
discharged  as  a possible  case  of  early  lymphoma. 

The  patient  was  readmitted  2-2-73  with  a sudden 
onset  of  right  upper  quadrant  pain  during  the  evening. 
This  subsided  rapidly  after  admission. 

PHYSICAL  EXAMINATION:  Pulse  84/minute  and 
regular,  respiration  20/minute  and  regular,  blood  pres- 
sure 140  systolic  over  76  diastolic,  height  5'6",  weight 
145  lbs.  Temperature  98.6°F.  Physical  examination  was 
essentially  unchanged.  The  spleen  was  still  palpable 
and  there  was  a small  lymph  node  in  the  left  inguinal 
area.  The  abdominal  pain  disappeared  but  there  was 
some  fullness  and  tenderness  without  spasm  in  the 
right  upper  quadrant. 

LABORATORY  DATA:  Urinalysis  light  amber, 

cloudy,  specific  gravity  1.014,  pH  6.0,  negative  for  pro- 
tein, glucose,  ketone  bodies,  and  hemoglobin.  Micro- 
scopic 1-3  leukocytes/hpf,  0-2  red  cells/hpf,  0-1  hyaline 
easts/hpf,  0-1  granular  casts/lpf.  Hemoglobin  9.9 
gms/dl,  red  blood  count  2.76  million/mm3,  hematocrit 
27  vols/dl,  mean  corpuscular  hemoglobin  36  micromicro- 
grams, mean  corpuscular  volume  98  cubic  micra,  mean 
corpuscular  hemoglobin  concentration  36%,  total  leuko- 
cyte count  3800/mm3  with  84%  neutrophils  and  15% 
lymphocytes,  1%  monocytes.  The  red  cells  showed 
slight  anisocytosis  and  w,ere  normochromic.  The  plate- 
lets were  depressed  in  number  but  normal  in  mor- 
phology. Reticulocyte  count  2.5%,  platelet  count 
80,000/mm3.  Erythrocyte  sedimentation  rate  was  105 
mm/hr.  Total  protein,  calcium,  inorganic  phosphor- 
us, cholesterol,  glucose,  blood  urea  nitrogen,  uric  acid 
creatinine  were  within  normal  limits.  Total  bilirubin 
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was  1.6  mg/dl  total  on  one  occasion  and  2.0  mgs/dl  total 
on  another  occasion.  In  the  second  determination  a dir- 
ect was  1.0  mgs/dl  and  the  indirect  1.0  mgs/dl.  Alka- 
line phosphatase  130  units/dl  (normal  up  to  95  units), 
LL)H  395  units/dl  (normal  up  to  215  units).  Aspartate 
amino  transferase  (SGOT)  175  units/dl.  Bone  mar- 
row examination  again  showed  pancytopenia  of  per- 
ipheral blood  with  marked  hypercellularity  of  the 
marrow.  All  elements  were  increased  in  the  mar- 
row in  both  myeloid  and  erythroid  series.  Mega- 
karyocytes were  normal  in  number  and  morphology. 
Protein  electrophoresis,  total  protein  8.3  gms/dl,  albu- 
min 2.5  gms/dl,  alpha  I globulin  0.2  gms/dl,  alpha  II 
globulin  0.5  gms/dl,  beta  globulin  0.6  gms/dl,  gamma 
globulin  4.5  gms/dl.  The  electrophoretic  pattern  showed 
a broad  polyclonal  type  of  gammopathy.  A scan  showed 
a mottled  liver  uptake  and  marked  splenomegaly  with 
increased  uptake  of  isotope  in  the  spleen.  There  was 
vertebral  marrow  uptake.  A diagnostic  procedure  was 
performed. 

DR.  JEFF  PETERSON:  This  54-year-old  lady 
presented  with  multiple  nonspecific  complaints 
and  had  no  specific  physical  findings,  except 
for  definite  splenomegaly.  She  apparently  also 
had  anemia  for  some  period  of  time.  There  are 
several  significant  pieces  of  laboratory  data  in 
addition  to  anemia.  She  had  a mild  leukopenia 
and  a very  mild  thrombocytopenia.  The  alka- 
line phosphatase  and  transaminase  were  def- 
initely elevated.  She  had  hyperbillirubinemia 
with  a high  direct  fraction.  This  would  suggest 
liver  disease.  There  was  a hypercellular  bone 
marrow  and  perhaps  a mild  reticulocytosis.  The 
gallbladder  showed  non  visualization  but  this 
could  have  been  due  to  the  patient’s  liver  dis- 
ease. Basically,  then,  the  significant  findings 
included  anemia,  splenomegaly,  and  liver  dis- 
ease. 

Since  the  anemia  was  normochromic  normo- 
cytic  the  differential  diagnosis  would  include 
acute  anemia  secondary  to  blood  loss,  increased 
destruction  of  red  cells,  chronic  disease,  bone 
marrow  failure,  and  myelophthisic  processes. 
There  is  no  history  of  blood  loss.  She  had  3 
stools  which  were  negative  for  occult  blood. 
This  was  not  the  anemia  of  bone  marrow  fail- 
ure. One  might  have  to  consider  increased  de- 
struction with  the  hyperplastic  bone  marrow 
and  slightly  increased  reticulocyte  count  and 
hyperbilirubinemia.  The  peripheral  blood  mor- 
phology did  not  suggest  the  myelophthisic  an- 
emias. 

I am  going  to  eliminate  the  others  and  dis- 
cuss the  hemolytic  anemias  and  anemias  of 
chronic  disorders.  The  hemolytic  anemias  in- 
clude those  with  an  intracorpuscular  defect 
such  as  enzyme  deficiencies  and  hemoglobino- 
pathies. There  is  no  previous  history  or  family 
history  to  suggest  these. 


A second  group  of  hemolytic  anemias  include 
those  with  an  intrinsic  red  cell  defect  by  an 
extrinsic  cause.  These  include  such  anemias  as 
G-6PD  (glucose-6-phosphate  dehydrogenase  de- 
ficiency) and  hereditary  spherocytosis.  These 
are  unlikely.  There  are  also  acquired  anemias 
in  this  category  such  as  paroxysmal  nocturnal 
hemoglobinuria.  There  is  no  evidence  of  any  of 
these. 

A third  group  of  hemolytic  anemias  are  those 
with  extracorpuscular  defect  or  extrinsic  hemo- 
lytic anemias.  These  include  hemolytic  trans- 
fusion reaction  but  there  is  no  evidence  of  this. 
Hemolytic  disease  of  the  newborn  is,  of  course, 
ruled  out. 

Extrinsic  hemolytic  anemia  can  be  caused  by 
infectious  agents  such  as  malaria  and  various 
poisons  and  toxic  agents  and  physical  factors. 
These  are  unlikely  here.  There  is  an  idiopathic 
acquired  hemolytic  anemia  with  a positive 
Coombs  test  but  the  Coombs  test  was  negative 
in  this  case.  Hemolytic  anemias  such  as  these 
can  be  seen  in  lymphomas,  systemic  lupus  ery- 
thematosus, and  sarcoidosis.  There  is  really  no 
good  evidence  for  a serious  hemolytic  anemia 
even  though  the  reticulocyte  count  may  be 
slightly  elevated  and  there  is  mild  hyperbiliru- 
binemia. 

DR.  BARLOW : The  direct  bilirubin  is  high  but 
the  indirect  bilirubin  is  relatively  normal.  This 
would  be  unusual  for  hemolytic  anemia.  A reti- 
culocyte count  if  corrected  for  the  slight  anemia 
by  taking  the  patient’s  hematocrit  which  is 
32  and  dividing  by  a normal  hematocrit  of 
45,  makes  the  reticulocyte  count  decrease  to 
the  upper  limit  of  the  normal  of  about  1.5%. 
This  is  the  so-called  reticulocyte  index.  This  in- 
dex should  always  be  used  to  correct  any  reti- 
culocyte count  which  is  usually  reported  by  a 
percentage  before  you  can  determine  whether 
the  actual  percentage  of  reticulocytes  is  high. 

DR.  PETERSON:  The  anemias  of  chronic  dis- 
ease include  chronic  infection,  for  which  there 
is  no  evidence  in  this  case;  malignancy,  which 
I suppose  can  always  be  a possibility;  and 
chronic  renal  disease  which  is  ruled  out  by  the 
normal  creatinine  and  blood  urea  nitrogen:  thy- 
roid disease  which  is  also  unlikely  with  the  lab- 
oratory data;  and  lastly  liver  disease.  Many  of 
these  anemias  are  characterized  by  a low  serum 
iron  and  low  iron  binding  capacity.  We  do  not 
have  this  information  in  this  case. 
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*DR.  B.  J.  WILLIAMS:  Do  you  think  that  this 
lady  was  really  that  anemic? 

DR.  PETERSON:  Well,  I think  that  even  the 
hemoglobin  of  11.3  is  below  the  low  range  of 
normal  of  12.0  grams  in  a woman. 

**DR.  TOM  HENRY:  She  did  have  a hemoglo- 
bin of  9.9  gms/dl  later  which  is  definitely  ane- 
mic. 

DR.  PETERSON : The  patient  had  an  elevated 
sedimentation  rate  and  this  can  come  from  a 
great  variety  of  conditions,  and  I don’t  think 
it  is  much  help  in  differential  diagnosis.  The 
patient  had  definite  splenomegaly.  Differential 
diagnosis  of  this  includes  inflammatory  disor- 
ders, including  subacute  bacterial  endocarditis, 
tuberculosis,  malaria,  histoplasmosis,  sarcoido- 
sis and  various  other  inflammatory  conditions. 
Portal  hypertension  from  liver  disease  and 
chronic  hemolytic  anemias  or  neoplasms  involv- 
ing the  spleen  such  as  lymphoma,  leukemia,  can 
cause  splenomegaly.  Polycythemia  rubra  vera 
and  infiltrative  lipoid  diseases  such  as  Gauch- 
er’s disease  can  also  cause  splenomegaly.  The 
patient  had  a hyperbilirubinemia  but  not  the 
kind  that  you  see  from  increased  blood  cell  de- 
struction of  hemologic  disorders  with  hemolytic 
anemia  or  with  Gilbert’s  or  Crigler-Naijar  syn- 
drome when  the  indirect  fraction  is  elevated. 
The  major  fraction  elevated  in  this  case  is  the 
conjugated  fraction  and  this  could  represent 
either  parenchymal  liver  disease  or  obstructive 
liver  disease.  The  high  alkaline  phosphatase 
and  transaminase  go  along  with  the  liver  dis- 
ease. The  alkaline  phosphatase  can  be  raised 
also  in  bone  disease  and  the  transaminase  in 
destruction  of  the  heart,  liver,  kidneys,  or 
brain.  However,  since  they  occur  together  I 
would  think  that  this  is  hepatic  disease.  I can- 
not tell  whether  this  is  mainly  obstructive 
jaundice  where  I would  expect  to  find  a very 
high  alkaline  phosphatase  and  relatively  low 
transaminase  or  parenchymal  disease  where 
the  oposite  might  be  true.  Much  higher  eleva- 
tions of  transaminase  would  be  seen  in  hepati- 
tis. Cirrhosis  could  certainly  give  this  pattern 
of  liver  abnormalities. 

As  far  as  the  bone  marrow  is  concerned,  hy- 
perplasias could  be  seen  after  acute  blood  loss, 
but  the  patient  had  negative  x-ray  examina- 
tions of  the  bowel  and  three  negative  occult 
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blood  tests  in  the  stool.  She  could  have  a hemo- 
lytic anemia  of  cirrhosis  with  hypersplenism. 
Sarcoidosis  is  a possibility  and  I cannot  rule 
that  out. 

During  the  second  admission  the  patient’s 
laboratory  values  were  not  much  changed.  The 
patient  had  a protein  electrophoresis  which 
showed  a broad  polyclonal  type  of  gammopathy. 
This  can  be  seen  in  chronic  infection,  liver  dis- 
ease, and  collagen  disease  as  well  as  sarcoidos- 
is. The  liver  scan  showed  a mottled  uptake  with 
marked  splenomegaly  and  verterbral  marrow 
uptake.  This  could  also  go  along  with  chronic 
liver  disease.  Did  the  electrophoretic  pattern 
show  beta-gamma  bridging  as  is  often  seen  in 
liver  disease? 

DR.  BARLOW:  No. 

DR.  PETERSON : A diagnostic  procedure  was 
performed  and  I am  sure  that  was  a liver  bi- 
opsy. Hypoalbuminemia  as  well  as  the  other 
liver  function  tests  in  the  second  admission  are 
even  more  indicative  of  chronic  liver  disease. 
Multiple  myeloma  or  macroglobulinemia  of 
Waldenstrom  would  be  very  unlikely  with  this 
kind  of  electrophoretic  pattern.  Those  diseases 
should  show  a much  taller  spike  as  in  monoclon- 
al gammopathy  on  electrophoresis.  The  hypo- 
albuminemia could  be  seen  in  advanced  carcin- 
omatosis, cirrhosis,  or  chronic  malnutrition  but 
there  is  not  alpha  II  globulin  elevation  as  I 
might  expect  in  carcinomatosis  and  the  high 
polyclonal  peak  would  only  be  suspected  in  cir- 
rhosis. I could  stop  here  and  say  that  this  pa- 
tient had  chronic  liver  disease  and  hypersplen- 
ism with  depression  of  all  three  blood  elements. 
The  question,  of  course,  comes  up  as  what  kind 
of  liver  disease  did  she  have?  I think  that  in- 
filtrative diseases  such  as  amyloid,  lymphomas 
or  Gaucher’s  are  unlikely.  I have  also  said  that 
I thought  that  hepatitis  is  unlikely.  We  have 
no  reason  to  suspect  a primary  or  secondary 
liver  neoplasm.  Obstructive  liver  disease  is  very 
unlikely  with  the  chemistries  in  spite  of  the  pa- 
tient’s episodes  of  abdominal  pain.  This  leaves 
us  with  cirrhosis  as  the  most  likely  possibility. 

Cirrhosis  is  a chronic  liver  disease  of  many 
etiologies.  Diffuse  involvement  of  the  parenchy- 
ma with  fibrosis  and  regeneration  occur  in  cir- 
rhosis. The  most  common  cause  of  cirrhosis  in 
North  America  is  Laennec’s  or  alcoholic  cir- 
rhosis. We  have  no  history  to  suggest  that 
here.  Patients  with  advanced  cirrhosis  often 
have  increased  abdominal  girth,  (from 
ascites) , spider  angiomata,  Caput  Medusa,  pal- 
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mar  erythema,  and  decreased  body  hair.  Epi- 
sodes of  upper  abdominal  pain  and  splenomeg- 
aly occur.  The  liver  chemistries  are  similar  to 
those  seen  in  this  case  although  the  patient  did 
not  have  all  these  kinds  of  signs  and  symptoms 
that  I just  described. 

DR.  BARLOW : The  liver  scan  is  actually  quite 
typical  of  cirrhosis  with  portal  hypertension. 
The  uptake  in  the  spleen  and  verterbral  mar- 
row are  probably  secondary  to  poor  uptake  in 
the  liver  due  to  areas  of  fibrosis  and  fat.  How- 
ever, it  is  not  a specific  picture  and  what  you 
say  could  be  present.  (Fig.  I) 


Figure  I 


Scans  from  the  patient  in  the  protocol  are  not  avail- 
able. However,  several  features  of  the  above  scan  il- 
lustrate the  findings  in  cirrhosis.  This  is  a posterior 
view.  The  liver  has  less  uptake  than  usual  (right)  than 
the  spleen  (left).  This  is  a reversal  of  the  normal  pat- 
tern and  is  often  seen  in  portal  hypertension.  Uptake 
in  the  vertebral  marrow  (between  the  two  organs)  is 
easily  seen  and  is  another  feature  seen  in  the  cirrhosis 
and  portal  hypertension. 

A second  type  of  cirrhosis  is  called  post- 
necrotic cirrhosis  or  toxic  cirrhosis  or  coarse 
nodular  cirrhosis.  One  fourth  of  these  patients 
have  had  a history  of  viral  hepatitis.  Chronic 
active  hepatitis  can  go  on  to  a picture  like  this. 
Typically  the  liver  is  small  and  non-palpable 
and  this  is  seen  in  patients  who  are  not  alco- 
holics. These  patients  often  have  episodes  of 
hepatitis  with  jaundice  and  abdominal  pain. 

A last  type  of  cirrhosis  is  called  biliary  cir- 
rhosis and  is  due  to  intra-hepatie  block  of  ex- 
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cretion  of  bile  pigment.  There  is  usually  pruri- 
tis  and  markedly  elevated  alkaline  phospha- 
tase values  with  jaundice.  Biliary  cirrhosis 
could,  of  course,  also  occur  after  prolonged  ex- 
trahepatic  obstruction.  The  primary  form  of  bi- 
liary cirrhosis  is  very  interesting.  Patients  with 
this  disease  have  antibodies  to  the  liver  paren- 
chymal cells,  and  antibodies  to  mitochondria  as 
well  as  a markedly  elevated  IgM.  These  pa- 
tients often  have  marked  hyperlipemia  also. 
This  disease  is  very  unlikely  in  this  case.  I 
think  I can  sum  up  this  whole  case  by  saying 
this  patient  probably  had  a post-necrotic  or 
post-hepatitic  cirrhosis  with  splenomegaly  and 
hypersplenism. 

DR.  PETERSON’S  DIAGNOSES 

1.  Post-Hepatitic  Cirrhosis 

2.  Splenomegaly  secondary  to  Portal  Hypertension 

3.  Pancytopenia  Dae  to  Hypersplenism 

*DR.  D.  G.  ORTMEIER : This  patient  had  a 
very  mottled  liver  scan,  could  that  have  been 
due  to  extramedullary  hematopoisis  associated 
with  the  splenomegaly  and  the  hematologic  dis- 
ease? 

**DR.  WALLACE  A.  ARNESON:  Dr.  Peterson 
is  quite  right  that  the  diagnostic  procedure  in 
this  patient  was  a liver  biopsy.  The  patient  had 
a typical  cirrhotic  liver  with  a large  spleen.  The 
gallbladder  was  normal. 

***DR.  GREGORY  NAUGHTON:  Was  the 
liver  large? 

DR.  ARNESON : No,  it  was  rather  small. 

DR.  NAUGHTON : I think  this  is  a little  bit  of 
an  unusual  case  in  that  this  patient  had  a 
marked  pancytopenia  from  hypersplenism  and 
cirrhosis  and  yet  did  not  have  the  signs  of  ad- 
vanced liver  disease  such  as  spider  angiomata, 
palmar  erythema  and  decreased  body  hair 
which  Dr.  Peterson  described  as  typical  of  this 
disease.  The  scan  and  even  the  electrophoretic 
pattern  could  be  compatible  with  sarcoidosis. 
The  negative  chest  film  makes  sarcoid  a little 
unlikely  although  you  can  see  sarcoidosis  with 
liver  involvement  without  positive  chest  find- 
ings. 

****DR.  W.  0.  ROSSING:  Clinical  aggressive 
hepatitis  may  present  with  a picture  very  simi- 
lar to  this,  but  I would  have  liked  to  have  seen 
more  systemic  symptoms  such  as  arthralgia 
and  fever.  It  would  have  been  nice  to  have  had 
an  LE  prep  and  a fluorescent  antinuclear  anti- 
body test. 
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DR.  NAUGHTON : Would  you  get  hypersplen- 
ism  with  chronic  aggressive  hepatitis? 

DR.  ROSSING:  Well  I think  you  could  get  hy- 
persplenism  if  the  patient  had  advanced  to  cir- 
rhosis as  this  patient  apparently  had. 

DR.  BARLOW : As  you  have  all  guessed,  the 
patient  indeed  did  have  cirrhosis.  The  first 
slide  shows  a hypercellular  bone  marrow.  The 
next  slide  shows  a typical  post-hepatitic  or 
what  some  people  might  call  a postnecrotic  cir- 
rhosis. (Fig.  II).  This  is  not  the  type  of  cir- 
rhosis usually  seen  in  alcoholics. 


Figure  II 


Cirrhosis  with  various  sized  nodules  and  thin  septa. 
This  is  called  by  stame  postnecrotic  and  by  others  post- 
hepatitic type  of  cirrhosis. 

DR.  ROSSING:  Do  you  feel  that  this  process 
came  from  hepatitis?  Was  there  a lot  of  active 
hepatitis  in  the  liver  biopsy? 

DR.  BARLOW:  There  were  some  inflammatory 
cells  but  not  much  breaking  down  of  the  limit- 
ing plate  as  one  often  sees  in  chronic  active 
hepatitis. 

DR.  ROSSING:  Do  you  think  you  can  tell  biliary 
cirrhosis  and  other  types  of  cirrhosis  from  a 
needle  biopsy? 

DR.  BARLOW : It  is  often  very  difficult. 

FINAL  ANATOMIC  DIAGNOSES 

1.  Post  Hepatitic  Cirrhosis 

2.  Splenomegaly  Secondary  to  Portal  Hyper- 
tension 

3.  Pancytopenia  Due  to  Hypersplenism 

DR.  ROSSING:  I think  it  might  be  very  import- 
ant to  note  that  this  patient  had  some  inflam- 
mation in  the  liver.  You  might  want  to  treat 


her  with  steroids  to  prevent  further  damage. 
DR.  BARLOW : I think  I would  have  to  review 
the  biopsy  to  see  how  much  inflammation  was 
really  present. 

DR.  NAUGHTON : This  disease  of  chronic  ag- 
gressive hepatitis  is  more  frequent  than  gen- 
erally realized  and  can  frequently  be  seen  in 
elderly  patients  who  have  very  few  signs  or 
symptoms  in  the  way  of  severe  liver  disease.  I 
think  it  is  something  we  have  to  be  on  the  look- 
out for  constantly.  I don’t  think  anybody  knows 
what  causes  all  these  cases  of  chronic  aggres- 
sive hepatitis ; perhaps  some  cases  are  due  to 
drugs  and  other  cases  due  to  autoimune  pro- 
cesses. The  disease  can  be  treated  well  with 
steroids. 

DR.  BARLOW:  I would  just  like  to  comment 
briefly  on  hypersplenism.  The  spleen  has  long 
been  a mysterious  organ,  but  there  are  a few 
definite  things  that  wre  can  say  about  it.  The 
case  today  clearly  represents  an  example  of  the 
syndrome  of  hypersplenism.  According  to  Ja- 
cob, hypersplenism  can  be  diagnosed  when:  (1) 
Splenomegaly  primary  or  secondary  is  present ; 

(2)  When  there  is  a reduction  of  one  or  more 
of  the  three  cellular  elements  in  the  peripheral 
blood  or  some  combination  of  these  associated 
with  hyperplasia  of  marrow  precursors;  and 

(3)  Correction  of  the  blood  cytopenia  by  splen- 
ectomy occurs.  Our  patient  today  did  not  have 
a splenectomy  but  she  certainly  fits  the  first 
two  criteria.  Hypersplenism  may  be  from  nu- 
merous causes. 

CAUSES  OF  HYPERSPLENISM 

A.  Congestive  Splenomegaly 

1.  Cirrhosis  of  the  liver 

2.  External  Compression  or  Thrombosis  of 
Portal  or  Splenic  Veins 

B.  Inflammatory  Diseases 

1.  Acute  Infections  - Infectious  Mononucle- 
osis, Hepatitis,  Subacute  Bacterial  Endo- 
carditis, Psittacosis,  etc. 

2.  Chronic  Infections  - Milliary  Tubercul- 
osis, Brucellosis,  Lues 

3.  Sarcoidosis 

4.  Collagen  Disease?  - Disseminated  Lupus 
Erythematosus,  Felty’s  Syndorme 

C.  Hemolytic  Anemias  (Chronic) 

1.  Hereditary  Spherocytosis 

2.  Hereditary  Elliptocytosis 
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3.  Other  Shape  Abnormalities  of  Red  Cells 

4.  Hemoglobinopathies  - Thalassemia  and 
Sickle  Cell  Anemia 

5.  Red  Cell  Enzyme  Defects 

D.  Neoplasm 

1.  Lymphoma 

2.  Leukemia 

3.  Myeloid  Metaplasia 

E.  Reticuloendothelioses 

1.  Gaucher’s  Disease 

2.  Nieman-Pick 

3.  Histiocytosis-X  (Hand-Christian-Schuller 
& Letterer-Siwe’s) 

The  mechanisms  of  hypersplenism  are  con- 
sidered to  be  two:  (1)  the  spleen  acts  as  a fil- 
ter and  (2)  the  spleen  secretes  substances  with 
secondary  effects.  The  evidence  for  the  filter 
theory  seem  to  be  better  at  this  point  and  in- 
clude: (1)  decrease  in  cell  count  of  red  cells, 
leukocytes,  and  platelets  in  the  splenic  vein 
compared  to  the  splenic  artery;  (2)  radioiso- 
tope sequestration  studies  of  tagged  cells;  (3) 
the  fact  that  no  inhibitors  from  the  spleen  have 
been  demonstrated;  (4)  the  fact  that  spleno- 
megaly in  animals  gives  the  syndrome  with 
normal  marrow  production;  (5)  splenic  trans- 
plants in  animals  and  splenosis  in  man  can  se- 
quester cells  and  (6)  epinepherine  can  cause 
splenic  contraction  in  animals  raising  the  per- 
ipheral counts.  Unexplained,  at  least  to  me,  are 
clinical  cases  where  there  is  selective  decrease 
in  platelets  or  white  cells  without  decrease  in 
the  other  elements.  This  could,  however,  be  due 
to  multiple  extrasplenic  factors. 

The  spleen  is  composed  basically  of  two  parts. 
The  white  pulp  which  is  lymphoid  material 
which  surrounds  the  incoming  arteries.  The 
white  pulp  secretes  immunoglobulins  and  has  a 
protective  function.  Any  material  entering  the 
spleen  must  then  go  into  a spongy  mass  of  vas- 
cular spaces  called  the  red  pulp.  The  red  pulp 
is  basically  composed  of  a network  of  sinusoids 
which  are  lined  by  phagocytic  reticular  cells. 
These  remove  defective  cells  and  other  un- 
wanted foreign  particles,  such  as  bacteria  or 
toxins. 

A unique  function  of  the  splenic  circulation 
is  that  each  of  the  sinusoids  has  multiple  per- 
forations which  are  smaller  than  the  size  of 
a red  cell  or  the  other  blood  elements.  Red 
cells  being  normally  deformable  squeeze 


through  these  holes  out  of  the  sinusoids  into 
the  splenic  cords  and  then  back  out  of  the  cords 
into  the  sinusoids  in  the  normal  fashion.  If,  for 
any  reason,  the  red  cells  have  lost  their  normal 
plasticity,  such  as  in  hereditary  spherocytosis  or 
other  shape  abnormalities  such  as  elliptocytosis 
or  the  presence  of  antibody  on  the  cells,  the  red 
cells  are  trapped  in  the  spleen  and  destroyed 
since  they  cannot  navigate  the  splenic  circula- 
tion in  a normal  manner.  It  is  interesting  also 
that  if  red  cells  are  trapped  too  long  in  the 
spleen  and  are  able  to  get  back  into  the  peri- 
pheral circulation  they  have  a decreased  sur- 
vival outside  of  the  spleen.  This  seems  to  be 
only  true  of  the  red  cells  and  not  platelets  or 
leukocytes. 

An  interesting  function  of  the  spleen  is  the 
so-called  pitting  function.  The  spleen  seems  to 
be  able  to  take  red  cell  inclusions  out  of  the 
red  cells  and  leave  them  in  the  spleen.  A pa- 
tient who  has  had  a splenectomy  often  shows 
increased  numbers  of  red  cell  inclusions  such 
as  Howell- Jolly  bodies  (nuclear  fragments)  as 
well  as  siderotic  (iron  containing)  granules  and 
even  Heinz  bodies  (denatured  hemoglobin). 

It  seems  that  any  process  which  enlarges  the 
spleen  can  cause  hypersplensim.  Many  feel  that 
in  certain  chronic  hemolytic  anemias  such  as 
thalassemia  or  in  chronic  infection  because 
there  is  excess  activity  in  the  reticuloen- 
dothelial system  of  the  spleen  the  spleen  gets 
larger.  This  may  lead  to  the  secondary  trap- 
ping of  cellular  blood  elements  and  cytopenia. 
A good  example  of  this  is  perhaps  the  leuko- 
penia often  seen  in  rheumatoid  arthritis  with 
splenomegaly.  (Felty’s  syndrome). 

It  is  well  known  that  in  some  conditions  the 
liver  can  take  over  the  trapping  function  of 
the  spleen  and  maintain  a hemolytic  anemia 
such  as  in  acquired  hemolytic  anemia.  The  re- 
moval of  the  spleen  in  many  individuals  sec- 
ondary to  traumatic  rupture  of  the  spleen  is  ap- 
parently not  associated  with  ill-effects.  How- 
ever, a number  of  patients  who  have  had  a 
splenectomy  for  one  reason  or  another  have 
been  subject  to  severe,  sometimes  overwhelm- 
ing pneumococcal  infections.  This  includes  pa- 
tients with  sickle  cell  anemia  who  undergo  an 
autosplectomy. 

BIBLIOGRAPHY 

Hypersplenism,  Chapter  1,  Harry  S.  Jacob  in  Hema- 
tology, William  J.  Williams,  et  al,  McGraw-Hill  pub- 
lishers, 1972. 
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(PAPAVERINE  HYDROCHLORIDE  - 150  mg.) 
Sustained  Release  Capsules 


Distributed  by 


Additional  information 
available  to  the 
profession  on  request. 


THE  I ULMER  I PHARMACAL  COMPANY 


Division  of  Physicians  & Hospitals  Supply  Co. 

Minneapolis,  Minnesota  55403 


MINUTES  OF  THE  SPECIAL  COUNCIL  MEETING 
August  1,  1973 
Ramada  Inn 

Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  at  1:45  p.m.  by 
T.  H.  Sattler,  M.D.,  acting1  Chairman  in  the  absence 
of  Fred  Leigh,  M.D.  Present  for  roll  call  were  the  fol- 
lowing Council  members:  T.  H.  Sattler,  R.  E.  Van 

Demark,  G.  E.  Tracy,  A.  P.  Reding,  R.  H.  Quinn,  J.  B. 
Gregg,  W.  R.  Taylor,  Bruce  Lushbough,  Harvard  Lewis, 
and  James  Ryan. 

Mr.  Johnson  discussed  the  recommendations  made  by 
the  Executive  Committee  following  their  meeting  on 
July  11,  when  they  met  with  representatives  of  the 
Blue  Shield  Board  of  Directors.  These  recommenda- 
tions were: 

1.  Sell  the  headquarters  building  to  Blue  Shield 
for  $275,000.00. 

2.  Purchase  the  lot  facing  West  Avenue,  behind  the 
parking  lot  from  Blue  Shield  for  $12,000.00. 

3.  Proceed  to  construct  a building  on  this  lot  to  house 
the  Medical  Association. 

Information  received  from  Cook  Realty  regarding 
rental  space  in  Sioux  Falls  and  the  availability  of  an 
existing  building  for  purchase  was  presented  to  the 
Council.  Information  from  three  contractors  in  Sioux 
Falls  was  presented  to  the  Council  which  gave  esti- 
mated costs  of  construction. 

Mr.  Johnson  presented  the  views  of  Dr.  T.  E.  Mead 
and  Dr.  Fred  Leigh  who  were  unable  to  attend  the 
meeting.  In  telephone  calls  these  physicians  had  in- 
dicated their  concurrence  in  the  recommendations  of 
the  Executive  Committee. 

An  in-depth  discussion  was  held  regarding  the  rami- 
fications of  these  recommendations  including  the  pos- 
sibility of  using  temporary  units,  moving  the  head- 
quarters to  another  city,  and  involving  the  House  of 
Delegates  in  the  decision. 

Dr.  Tracy  moved  that  in  view  of  the  urgency  of  the 
needed  space  for  Blue  Shield  and  in  view  of  their  will- 
ingness to  enter  into  negotiations  for  purchase  of  the 
building  and  inasmuch  as  time  is  of  vital  importance  be- 
cause of  the  space  limitations  that  the  Council  firmly 
resolve  to  enter  into  an  agreement  with  Blue  Shield  for 
purchase  of  the  Medical  Association  headquarters  build- 


ASSISTANT  MEDICAL  DIRECTOR 

IDS  Life,  a subsidiary  of  Investors  Diver- 
sified Services,  is  seeking  an  internist  or 
general  practitioner.  This  is  an  adminis- 
trative position  on  the  Minneapolis  home 
office  staff  of  a rapidly  growing  life  and 
disability  income  insurance  company.  Pri- 
mary responsibility  is  for  the  medical 
evaluation  of  insurance  applications. 
Ability  to  interpret  electrocardiograms  is 
required.  Position  offers  advancement  po- 
tential, excellent  benefits,  profit  sharing, 
and  expenses  for  relocation  to  Minneapolis. 


Send  resume  in  confidence  to  Dan  Willius, 
3300  IDS  Tower,  Minneapolis,  Minnesota 
55402. 


ing  at  the  appraised  value  of  $275,000.00  which  we 
feel  is  fair  and  just.  The  motion  was  seconded  by  Dr. 
Lewis  and  carried. 

Dr.  Tracy  moved  that  the  Medical  Association  enter 
into  negotiations  to  purchase  the  lot  owned  by  Blue 
Shield  directly  west  of  the  parking  lot  for  $12,000.00. 
The  motion  was  seconded  by  Dr.  Gregg  and  carried. 

Dr.  Tracy  moved  that  the  executive  secretary  be 
directed  to  have  an  architect  prepare  a preliminary 
sketch  of  the  proposed  building  to  be  erected  on  the 
lot  to  be  purchased  from  Blue  Shield;  that  a mock-up 
be  sent  to  the  members  of  the  Council  and  House  of 
Delegates  along  with  information  on  what  has  been 
accomplished  by  the  Council  regarding  the  Association 
building,  why  the  actions  were  taken,  and  what  steps 
are  anticipated  in  the  future;  that  each  physician  be 
asked  to  reply  within  one  week  as  to  his  rejection 
or  concurrence  with  this  plan  of  action.  The  motion 
was  seconded  by  Dr.  Van  Demark  and  carried. 

A discussion  was  held  on  the  need  to  provide  Blue 
Shield  with  a definite  statement  as  to  the  plans  of  the 
Medical  Association  regarding  continued  occupancy 
of  the  present  building.  Dr.  Lushbough  moved  that 
the  Medical  Association  inform  Blue  Shield  of  our  in- 
tention to  obtain  other  quarters,  pending  further  in- 
formation, and  that  we  plan  to  vacate  the  present 
building  within  a reasonable  time  and  no  later  than 
August  1,  1974.  The  motion  was  seconded  by  Dr. 
Tracy  and  carried.  This  information  is  to  be  presented 
to  the  Blue  Shield  Board  of  Directors. 

Mr.  Johnson  was  authorized  to  employ  an  architect 
to  prepare  preliminary  sketches  and  drawings  for  the 
information  of  the  Council  and  House  of  Delegates. 

Dr.  Tracy  discussed  periodic  screening  of  children 
covered  by  Title  19.  He  reported  on  a meeting  with  a 
representative  of  the  Welfare  Department  and  in- 
dicated that  the  Welfare  Department  plans  to  utilize 
licensed  physicians  to  carry  out  the  provisions  of  this 
program. 

The  meeting  was  adjourned  at  3:30  p.m. 


A BETTER  PLACE  TO 
PRACTICE  MEDICINE 

For  those  who  would  prefer  to  live  in  a 
warmer  climate,  avoid  the  big  city  schools, 
traffic  and  practice  problems ; contact  this 
multi-specialty  group,  located  in  a city  of 
100,000  people  in  North  Central  Texas. 
Specialists  in  Internal  Medicine,  Family 
Practice,  Pediatrics,  General  and  Ortho- 
pedic Surgery  are  needed  to  complement 
the  current  staff  of  twenty-one  full  time 
physicians. 

Contact  James  M.  Missler,  Adm. 
Wichita  Falls  Clinic-Hospital, 

1300  Eighth, 

Wichita  Falls,  Texas  76301 
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WE  NEED 
YOUR  HELP! 

THE  SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 
ASSOCIATION  NOW  HAS  $75,000  ON  LOAN  TO 
MEDICAL  STUDENTS. 

INCREASED  ENROLLMENT  WILL  MEAN  AN 
INCREASED  DEMAND  FOR  THESE  LOANS 

Please  Send  Your  Donations  to: 

SOUTH  DAKOTA  MEDICAL 
SCHOOL  ENDOWMENT 
ASSOCIATION 

711  NORTH  LAKE  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 
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South  Dakota  physicians  and  hospitals  share  many  areas  of  vital  mutual  concern  and  respon- 
sibility. To  provide  the  highest  quality  of  patient  care,  hospital  administration,  staff,  and  medi- 
cal staff  must  cooperate  in  carrying  out  their  respective  obligations  and  responsibilities. 

Two  resolutions  adopted  by  the  House  of  Delegates  at  the  annual  AMA  convention  in  June  of 
1973,  underscore  the  importance  of  cooperation  and  suggest  areas  in  which  hospital  and  medical 
staff  cooperation  may  be  facilitated. 

Resolution  #22 

Resolved,  That  where  legally  permissable,  physicians  actively  practicing-  in  the  community  who  are  voting- 
members  of  the  medical  staff  shall  be  eligible  for,  and  should  be  accorded,  membership  on  hospital  governing- 
bodies  and  their  action  committees,  with  full  voting  privileges,  in  the  same  manner  as  are  other  knowledgeable 
and  effective  individuals;  other  physicians  also  should  be  considered  eligible  for  membership  on  governing- 
bodies;  and  be  it  further 

Resolved,  That  state  and  local  medical  societies  be  urged  to  seek  removal  of  legal  and  other  barriers  to 
medical  staff  membership  on  hospital  governing  bodies  wherever  these  exist;  and  be  it  further 

Resolved,  That  physician  representation  on  hospital  governing  bodies  be  significant  in  number  and  not  merely 
token  representation;  and  be  it  further 

Resolved,  That  the  Joint  Commission  on  Accreditation  of  Hospitals  be  urged  to  ascertain  from  the  JCAH 
inspectors  the  effectiveness  of  communication  between  governing  bodies  and  medical  staffs  of  hospitals  as 
a requirement  for  accreditation. 

Resolution  #104,  further  addresses  itself  in  this  general  area. 

Resolved,  That  the  American  Medical  Association  declares  that  any  proposal  or  arrangement  between  a hos- 
pital board  of  trustees  and  its  medical  staff  that  conflicts  with  the  AMA  Principles  of  Medical  Ethics  is  im- 
proper; and  be  it  further 

Resolved,  That  unilateral  changes  in  medical  staff  bylaws  by  hospital  boards  of  trustees  is  also  improper;  and 
be  it  further 

Resolved,  That  the  AMA  suggest  that  the  following  preamble  be  included  in  all  medical  staff  bylaws: 

The  hospital  and  the  medical  staff  have  a duty  to  cooperate  in  their  mutual  responsibility  of  assuring  the 
highest  quality  of  patient  care  standards  within  the  hospital.  Only  physicians  can  practice  medicine  under 
the  laws  of  the  state.  In  those  areas  in  which  medical  judgment  and  the  evaluation  of  professional  compe- 
tence are  involved,  the  hospital  has  a duty  to  rely  upon  the  judgments  and  recommendations  of  the  medical 
staff,  to  cooperate  and  to  provide  needed  assistance  with  full  understanding  that  the  primary  responsibilty  is 
that  of  the  medical  staff. 

An  ongoing  mutually  concerned  dialogue  on  the  entire  spectrum  of  joint  hospital  adminis- 
tration and  medical  staff  interests  will  strengthen  all  parameters  of  hospital  care  and  health  care 
delivery.  The  implementation  of  the  above  resolutions  will  be  a major  step  in  encouraging  the  co- 
operation vital  to  both  hospital  administration  and  medical  staff.  We  each  need  to  recognize  and 
aid  the  other  in  fulfilling  our  separate  roles  and  joint  responsibilities. 

The  major  beneficiary  of  this  reaffirmation  of  cooperation  is  the  patient — our  mutual  desire 
and  goal  is  providing  the  highest  quality  of  medical  care. 


T.  H.  Sattler,  M.D. 
President 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
» secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin1?1  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  V2  oz.  and  V3 2 oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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News  Notes  • Changes  • Births  • News 


Ray  Burnett,  M.D.,  Rapid 
City,  was  elected  president  of 
the  Western  Health  Systems, 
and  John  T.  Elston,  M.D., 

Rapid  City,  was  elected  vice 
president. 

The  V i b o r g Clinic  an- 
nounced the  association  of 
Curtis  Mark,  M.D.  Dr.  Mark 
recently  completed  three 
years  of  study  in  the  area  of 
family  practice  at  the  Univer- 
sity of  Kansas. 

Robert  J.  Foley,  M.D.,  Tyn- 
dall, announced  the  associa- 
tion of  Herbert  Saloum,  M.D. 
and  Michael  Guerin,  Jr.,  M.D. 

Both  doctors  are  1972  gradu- 
ates of  the  University  of  Ne- 
braska Medical  School. 

The  Committee  on  Admis- 
sions of  the  University  of 
South  Dakota  Medical  School 
recently  announced  the  names 
of  65  students  comprising  the 
School  of  Medicine  Class  of 
1975.  For  the  first  time,  the 
entire  class  is  comprised  of 
South  Dakota  residents.  The 
number  of  applicants  for  the 
65  positions  was  20  percent 
greater  than  last  year,  and 
the  students  selected  are 
equivalent  in  caliber  to  the 
average  of  students  selected 
for  medical  education  across 
the  United  States. 
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Robert  D o n a h o e,  M.D., 

spoke  at  the  annual  meeting 
of  the  American  Association 
of  Medical  Clinics,  North- 
Central  Region,  in  Rochester, 
Minnesota.  His  topic  was  the 
role  of  the  director  of  medical 
education. 


President  H.  M.  Briggs, 
South  Dakota  State  Univers- 
ity, announced  the  appoint- 
ment of  two  fulltime  Student 
Health  physicians.  Dr.  John 
Dawson  will  direct  the  Stu- 
dent Health  Service  and  Dr. 
John  Franckowiac  will  be  a 
fulltime  Student  Health  phy- 
sician. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


South  Dakota  has  been 
named  as  the  site  for  a pilot 
project  designed  to  minimize 
the  death  rate  due  to  breast 
cancer.  JoAnn  Haberman,  M. 
D.,  from  the  University  of 
Oklahoma  Medical  Center  and 
a South  Dakota  native  is  do- 
nating a year  of  her  time  to 
work  with  the  program  as 
thermogram  analyst.  A mo- 
bil  van  will  be  utilized  to  visit 
a dozen  or  more  areas  in 
South  Dakota  to  screen  5,000 
to  10,000  women  in  the  30-70 
age  bracket  through  thermo- 
graphy, a technique  improved 
by  Dr.  Haberman. 


James  Fett,  M.D.,  has  joined 
the  Medical  Associates  Clinic 
in  Pierre  in  the  practice  of  in- 
ternal medicine.  Dr.  Fett  re- 
ceived his  M.D.  degree  and 
residency  training  at  the  Uni- 
versity of  Minnesota  Medical 
School  and  practiced  for  six 
years  in  Zaire,  Africa. 


John  Stransky,  M.D.,  Wa- 
tertown, discussed  medical 
complications  at  the  Second 
Annual  Convention  of  the 
Right-to-Life.  Recently  elect- 
ed to  the  Right-to-Life  Board 
of  Directors  were  Richard  Ko- 
varik,  M.D.,  Rapid  City,  and 
Richard  Belatti,  M.D.,  Madi- 
son. 

SOUTH  DAKOTA 


ECONOMICS 


TALK  FOR  HOUSE  OF  DELEGATES 
RAPID  CITY,  JUNE  10 

By  Karl  Wegner,  M.D. 

Dean,  School  of  Medicine 
University  of  South  Dakota 


Dr.  Elston,  President  Taylor,  President-Elect 
Sattler,  Dr.  Chennault,  Delegates,  Friends: 

It  is  a pleasure  to  come  before  you  this  after- 
noon to  discuss  for  a few  minutes  the  present 
state  of  the  medical  school  and  of  its  proposed 
plans  for  the  future.  It  is  a particular  pleasure 
to  do  so  in  Rapid  City.  A large  number  of  us 
here,  although  basically  practitioners  in  the 
Eastern  half  of  South  Dakota,  have  strong  at- 
tachments to  this  part  of  the  state.  Although 
I was  born  and  grew  up  in  Pierre,  by  the  time 
I had  finished  high  school  I had  spent  almost 
a third  of  my  life  in  the  rural  Black  Hills  area 
between  Custer  and  Hermosa.  My  brother, 
because  he  was  born  in  the  summer,  was  de- 
livered at  St.  John’s  here  in  Rapid  City.  My 
wife  and  I still  have  relatives  in  Spearfish, 
Belle  Fourche  and  Newell.  Many  of  you  Black 
Hills  physicians  whom  I have  seen  here  this 
weekend  are  formerly  Eastern  South  Dakotans 
— Russ  Harris,  an  old  acquaintance  from  Boys 
State  days  was  from  Aberdeen,  Bob  Bloemen- 
daal  a former  associate  in  Sioux  Falls  was  from 
Ipswich — Tony  Javurek,  a former  student  of 
mine  at  USD  from  Sioux  Falls  and  Matt  Lang- 
enfeld,  another  student  from  Watertown,  all 
successful  transplants  to  Western  South  Da- 
kota— apparently  once  you  cross  the  Missouri 
River  and  head  for  the  Hills- — all  you  Eastern 
wetbacks — you  never  return — but  you  do  exem- 
plify the  strong  bonds  which  bind  us  all  to- 
gether as  South  Dakota  physicians  despite  the 
geographic  distances  which  separate  us. 

I have  been  deeply  appreciative  of  the  recep- 


tion given  me  here  this  weekend — and  the 
many  kind  expressions  of  interest  and  support 
— and  I know  our  somewhat  discouraged  basic 
sciences  faculty  will  be  greatly  heartened  by 
what  I anticipate  will  be  a reaffirmation  of  sup- 
port in  the  form  of  one  of  the  resolutions  which 
will  be  presented  to  us  this  afternoon. 

Many  of  you  here  in  this  room  have  given 
countless  hours  of  your  professional  time  and 
skills  in  helping  us  at  the  medical  school,  par- 
ticularly during  the  last  couple  years  during 
the  early  gestation  of  our  plans  for  a pilot  pro- 
gram for  degree-granting  status.  By  our  very 
nature  we  doctors  are  a conservative  group, 
trained  not  to  accept  the  new  surgical  pro- 
cedure, the  new  drug,  the  new  lab  test,  without 
prior  demonstration  of  its  effectiveness.  It  is 
only  reasonable  therefore  that  many  of  us 
have  approached  the  degree-granting  concept 
with  similar  caution.  How  do  we  know  in  ad- 
vance that  we  could  produce  a well-qualified 
product,  how  much  would  it  cost?  Would  it  be 
worth  it?  Some  “fear  the  ill-defined  Armaged- 
don identified  as  the  University  takeover.” — 
“You  don’t  mean  to  say  do  you  that  some  ivory 
tower  professor  is  going  to  try  to  come  into 
this  community  and  take  our  patients  away 
from  us?” 

These  are  all  legitimate  concerns.  Concern 
has  also  been  expressed  by  some  physicians 
about  the  need  for  change  and  the  problems 
involved  with  conversion.  However,  many  of 
these  physicians  who  have  expressed  concern 
have  also  stated  that  “they  would  be  willing  to 
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cooperate  fully  and  do  everything  they  could 
to  help  the  program  even  though  they  continue 
to  have  some  reservations.” 

Even  if  time  permitted  an  in  depth  discussion 
of  all  of  these  issues  I do  not  feel  that  each  of 
these  concerns  could  be  fully  resolved  at  this 
point.  It  is  my  intent  however  to  single  out  a 
few  of  them  and  to  say  a few  words  about  each. 

The  first  and  major  concern  of  many  of  you 
has  been  that  of  providing  a quality  education. 
This  room  contains  graduates  of  most  of  the 
major  university  medical  schools  in  the  country 
— and  most  of  us,  I believe,  use  as  our  refer- 
ence point  in  determining  quality  medical  edu- 
cation the  large  university  hospitals  where  we 
received  our  own  training  20-30  years  ago — the 
big  medical  centers  with  the  huge  NIH  research 
grants,  whole  teams  of  hematologists,  pediatric 
cardiac  surgeons,  etc. 

Few  of  us  fully  realize  and  appreciate,  I feel, 
the  quiet  revolution  in  medical  education  of  the 
last  few  years.  As  the  wards  and  clinics  of  the 
metropolitan  hospitals  have  withered  more  and 
more,  medical  training  has  been  conducted  in 
the  community  hospital  setting.  As  the  big 
NIH  research  grants  have  expired  more  and 
more  medical  teaching  has  been  conducted  at 
the  bedside  in  the  community  hospital  and  in 
the  private  doctor’s  office.  Community  hospi- 
tal-based medical  schools  have  arisen  in  many 
areas  of  the  country  and  are  flourishing.  I had 
the  opportunity  last  week  to  visit  a new  such 
school  in  Rockford,  Illinois  (a  community  very 
similar  to  Sioux  Falls)  and  to  spend  a day  vis- 
iting with  the  Dean,  Dr.  Bob  Evans,  whom 
some  of  you  in  this  room  know  as  the  former 
director  of  the  Family  Practice  Residency  Pro- 
gram in  York,  Pennsylvania.  In  a community 
very  similar  to  Sioux  Falls  this  medical  school 
has  arisen  as  a branch  of  the  University  of  Il- 
linois, designed  to  produce  high-quality  primary 
care  physicians  at  25%  of  the  conventional 
costs  without  spending  a dime  for  “brick  and 
mortar.” 

Even  with  legislative  approval  our  proposed 
pilot  program  can  be  initiated  only  after  one 
or  more  site  visits  by  the  Liaison  Committee  on 
Medical  Education  with  a “letter  of  reasonable 
assurance”  to  the  Commissioner  of  Education. 
This  is  the  same  as  for  any  other  new  medical 
school,  and  must  be  preceded  by: 

(a)  A complete  medical  curriculum  - this  is 
already  in  an  advanced  stage  - much 
work  has  already  been  done  to  create 


this  curriculum  based  primarily  in  Yank- 
ton and  Sioux  Falls.  There  will  be  am- 
ple provision  for  electives  in  more  high- 
ly specialized  areas  in  out  of  state  re- 
gional medical  centers.  In  its  initial 
stages  we  would  not  depend  on  other 
South  Dakota  communities  other  than 
for  a possible  moderate  extension  of  our 
preceptorship  programs  although,  if 
enough  interest  is  shown  by  other  larger 
towns  in  South  Dakota,  it  is  hoped  that 
there  may  be  opportunities  for  in-state 
electives  as  well  within  a short  period 
of  time. 

(b)  Adequate  provision  for  hospital  facilities 
and  teaching  beds.  Adequate  facilities 
are  available  but  contractual  arrange- 
ments with  the  hospitals  have  not  been 
made.  Although  these  could  not  be 
signed  prior  to  legislative  approval  of 
our  proposed  program  it  is  my  hope  to 
develop  these  over  the  next  few  months 
with  the  Yankton  and  Sioux  Falls  hos- 
pitals, their  Administrators,  their 
Boards,  and  their  staffs  to  the  point 
where  only  final  signatures  would  be  re- 
quired if  the  legislature  approves  our 
bill.  In  some  respects  this  means  “put- 
ting the  cart  before  the  horse” — time 
limitations  require  this  to  be  done  be- 
fore January  1974;  however,  we  simply 
would  not  have  the  time  to  develop  these 
between  then  and  June  30,  1974  — our 
deadline  for  receipt  of  federal  funding. 
Last  year  our  school  received  its  re-ac- 
creditation  visit  from  the  liaison  com- 
mittee of  the  Council  on  Medical  Educa- 
tion. The  committee  visited  the  Yankton 
and  Sioux  Falls  community  hospitals 
with  the  thoughts  of  a future  degree- 
granting school  in  mind — they  felt  that 
our  facilities  and  sites  would  be  a “nat- 
ural”. 

(c)  Provision  for  adequate  Teaching  Facul- 
ty. Here,  it  is  our  hope  to  use  local  phys- 
icians whenever  possible  and  as  much  as 
possible,  recruiting  department  leaders 
whenever  we  can  from  the  practicing 
community.  It  is  easier  to  teach  a good 
physician  to  be  a department  leader  than 
to  teach  the  community  to  accept  an 
“outside”  leader — also,  to  quote  Dean 
Evans,  “it  is  difficult  for  a town-gown 
syndrome  to  develop  where  the  ‘town’ 
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is  ‘gown’ !”  Certainly,  however,  there 
will  have  to  be  some  augmentation  from 
“outsiders”  — but  no  appointments 
would  be  made  without  the  medical  com- 
munities’ “stamp  of  approval”. 

In  the  Ad  Hoc  Committee’s  Survey  of 
South  Dakota  Physicians,  129  of  163  re- 
sponses (78%)  indicated  an  interest  in 
participation  in  clinical  instruction- — al- 
though unsigned,  a large  number  of  these 
came  in  envelopes  postmarked  Yankton 
and  Sioux  Falls. 

“An  important  guiding  rule  to  both  faculty 
and  curriculum  development  will  be  that  all 
programs  are  characterized  by  “complete  open- 
ness of  purpose,  planning,  and  operation”  (Ev- 
ans) . 

The  program  will  be  kept  deliberately  small 
until  such  time  that  we  are  sure  we  are  turn- 
ing out  a good  product  — as  determined  by  ex- 
isting, accepted  rules  of  measurement  — such 
as  National  Boards,  Parts  I & II,  use  of  other 
standardized  medical  school  examinations,  State 
Medical  Board  Examinations,  ongoing  resident 
faculty  assessment,  assessment  by  outside  vis- 
iting faculty,  and  assessment  by  intern  and 
residency  directors  by  direct  comparison  to 
graduates  of  other  schools  in  the  same  gradu- 
ate programs. 

I share  with  many  of  you  responsible  concern 
regarding  the  quality  of  our  products  — I be- 
lieve with  many  of  you  that  we  should  proceed 
slowly  and  cautiously.  I question  whether  we 
should  ever  consider  attempting  to  graduate  a 
class  of  65,  the  size  of  our  present  entering- 
class.  Possibly,  as  time  hopefully  demonstrates 
the  feasibility  of  this  program,  we  could  in- 
crease the  size  of  a graduating  class  to  40-50 
students. 

And  while  I am  still  on  the  subject  of  educa- 
tion and  curriculum  I would  like  to  state  that 
I,  like  many  of  you,  do  not  believe  there  is  any 
particular  magic  in  simply  conferring  an  M.D. 
degree  in  South  Dakota ! This  pilot  program 
would  be  carefully  paced  — and  developed  and 
integrated  with  — already  existing  programs 
of  graduate  medical  education  in  the  Yankton 
and  Sioux  Falls  communities  (Eventual  expan- 
sion of  these  programs  may  be  feasible  — and 
lines  of  communication  between  our  two  cor- 
ners of  the  state  will  be  smoother.) 

Our  rotating  internship  program  for  Ameri- 
can medical  school  graduates  is  now  about  to 


enter  its  12th  year  — both  the  McKennan  and 
Sioux  Valley  intern  programs  are  fully  sub- 
scribed again  with  12  new  interns  beginning 
this  July.  This  will  make  133  interns  who  have 
now  had  their  training  in  these  programs  — 
and  who  have  passed  on  to  certification  by  Na- 
tional Boards,  State  Boards,  and  Specialty 
Boards  after  residencies.  Six  of  the  13  interns 
who  graduate  this  month  will  be  entering  prac- 
tice this  July  in  South  Dakota  — in  communi- 
ties as  far  apart  as  Mobridge  and  Tyndall  — 
three  others  have  indicated  their  intent  to  re- 
turn upon  completion  of  residency  training  and/ 
or  service  obligations  — a number  of  our  for- 
mer interns  have  now  been  boarded  in  Family 
Practice  — one  of  them.  Dr.  Ortmeier  is  Presi- 
dent of  the  Seventh  District  Society  — another, 
Dr.  Friess  is  now  Director  of  Medical  Educa- 
tion in  the  program  at  Sioux  Valley  from  which 
he  graduated  in  1966. 

There  is  no  longer  any  question  of  the  qual- 
ity of  our  internship  program  — it  has  been 
proven  by  every  measurable  standard  of  com- 
parison. Nor  is  there  any  question  regarding 
the  quality  of  Dr.  McVay’s  surgical  residency 
program  in  Yankton  — it  now  has  full  five 
year  approval  with  eight  in  training  — many 
of  you  know  that  Sioux  Falls  also  now  has  full 
approval  of  its  Family  Practice  Residency  Pro- 
gram, a three  year  residency  with  its  own  out- 
of-hospital  Family  Practice  Center  and  fulltime 
director  — of  course  our  Pathology  Residency 
Program  has  now  been  in  operation  since  1964 
— and  Dr.  Ranney’s  OB-GYN  residency  pro- 
gram also  has  approval.  Dr.  Bob  Donahoe’s  pro- 
grams at  McKennan  Hospital  have  rapidly  be- 
come a model  of  post  graduate  medical  educa- 
tion at  the  practicing  physician  level. 

A major  concern  of  the  Booz-Allen-Hamilton 
report  on  whether  North  Dakota  should  attempt 
to  convert  to  a four  year  school  was  its  lack  of 
demonstrated  capability  of  successful  experi- 
ence in  graduate  medical  education  — accord- 
ing to  my  understanding  they  presently  have 
only  a small  internship  program  and  residency 
in  neurososciences  program  in  Fargo.  They  sim- 
ply do  not  have  the  graduate  programs  that 
South  Dakota  does,  and  which  are  important 
to  the  development  of  a medical  school. 

Many  of  you  know,  however,  that  North  Da- 
kota received  legislative  approval  for  its  four 
year  program  in  January  and  has  now  adopted 
a program  whereby  35  of  its  students  will  take 
their  3rd  year  at  the  University  of  Minnesota 
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and  5 at  the  Mayo  Clinic — all  40  then  returning 
to  North  Dakota  to  take  their  4th  year  and  to 
receive  their  M.D.  degree. 

It  may  yet  be  that  we  will  participate  in  some 
sort  of  collaborative  effort  whereby  some  of 
our  students  may  take  a reasonable  amount  of 
their  3rd  and  4th  years  as  students  at  one  of 
our  adjacent  state  medical  schools  — or  possi- 
bly that  we  may  arrange  to  have  faculty  from 
these  schools  come  into  Sioux  Falls  or  Yank- 
ton to  teach  specific  courses  or  material.  Hope- 
fully we  may  have  a number  of  faculty  with 
joint  academic  appointment  at  USD  and  the 
Mayo  Clinic,  Creighton,  or  Nebraska. 

Tomorrow  morning  I am  leaving  on  a trip  to 
visit  the  Deans  (and  Vice  Presidents  where  ap- 
plicable) of  U.  of  Minnesota,  the  Mayo  Clinic, 
U.  of  Iowa,  U.  of  Nebraska,  and  Creighton  — 
to  discuss  these  very  subjects.  I will  be  accom- 
panied by  Members  of  the  Legislative  Research 
Council  “Committee  on  Medical  Education”  in- 
cluding its  Chairman,  Senator  Harvey  Wollman, 
Representative  James  Kesling,  Representative 
Don  Jorgenson,  Marian  Hersrud  (Lemmon), 
and  others.  These  schools,  when  I and  others 
have  approached  them,  have  indicated  a willing- 
ness to  talk  to  us  — on  these  matters  of  Con- 
tracts or  Compacts  — and  we  intend  to  explore 
these  possibilities. 

At  this  point  I am  cautious  rather  than  over- 
ly optimistic,  however.  For  instance,  Dr.  Joseph 
Holthaus,  Dean  at  Creighton,  was  very  sym- 
pathetic in  conversations  some  of  us  had  with 
him  6-8  weeks  ago  — like  every  medical  school 
— and  especially  the  private  ones  — they  need 
additional  financing.  Yet  Dr.  Holthaus  indicated 
that  their  teaching  beds  in  Omaha  are  already 
often  almost  saturated  by  students,  interns  and 
residents  while  Sioux  Falls  has  1000+  poten- 
tial teaching  beds  at  McLennan,  Sioux  Valley, 
and  the  V.A. — and,  of  course  Yankton  has  an 
additional  250  or  so  plus  the  State  Hospital. 

Certainly,  however,  we  must  have  some  com- 
monality of  purpose  with  these  other  schools — 
and  it  is  our  wish  to  remain  as  open-minded  as 
possible ! 

The  next  area  I would  like  to  mention  is  that 
of  finances.  During  the  last  few  weeks  — even 
months  — I have  heard  fantastic  claims  that 
this  school  will  cost  upwards  of  5 million  — in- 
deed even  10  million  dollars  a year  to  operate  — 
these  figures  are  preposterous  — and  clearly 
way  beyond  the  realm  of  South  Dakota’s  ability 


to  maintain.  You  and  I and  many  of  our  faculty 
— especially  our  clinical  faculty  — are  natives 
of  South  Dakota  — we  grew  up  here,  we  vote 
here,  we  pay  taxes  here  — we  have  no  inten- 
tion — you  or  I — of  selling  South  Dakota 
down  the  river,  or  of  supporting  it  in  a program 
of  fiscal  irresponsibility. 

Presently  our  state  pays  about  $950,000  each 
year  for  its  two  year  school  — the  proposed 
budget  of  our  former  Vice  President,  Dr.  Par- 
rish, included  step-wise  increments  of  support 
of  $500,000  each  year  leading  up  to  an  eventual 
maintenance  level  of  214  million  annually. 
In  addition  to  developing  and  supporting  a clin- 
ical faculty  for  the  3rd  and  4th  years,  this  bud- 
get also  provided  for  substantial  increases  to 
the  basic  science  school  — expanding,  for  in- 
stance, our  Pathology  Department  budget  from 
its  present  level  of  funding  of  $80+  thousand 
annually  to  $235,000  — almost  tripling  it.  In 
my  opinion  we  will  have  to  hold  the  Basic  Sci- 
ences pretty  much  where  they  are,  providing 
for  augmentation  in  a few  selected  areas  — e.g. 
a new  course  in  surgical  anatomy,  and  for 
salary  increases.  I believe  that  if  we  are  really 
serious  about  a degree-granting  school,  if  we 
want  it  badly  enough  to  tighten  our  belts  — 
to  re-adjust  some  of  our  own  priorities,  that 
we  should  be  able  to  operate  this  school  suc- 
cessfully for  2-2.5  million  state  dollars  each 
year.  If  in  the  future  years  inflation  drives 
us  over  this  figure  we  should  consider  restruc- 
turing the  Basic  Sciences  School.  Its  admin- 
istrative structure  has  changed  little  since  the 
school  was  created  some  65  years  ago — savings 
could  possibly  be  substantial. 

Federal  funding  under  the  Comprehensive 
Health  Manpower  Training  Act  of  1971  will 
provide  up  to  $2.5  million  over  the  next  five 
years.  This  includes  a single  “shot-in-the-arm” 
of  $50,000  for  each  student  who  enters  a third 
year  class  by  September  of  1974.  If  we  took  20 
students  in  a pilot  program  this  would  mean  1 
million  in  a single  grant  — we  have  recently  re- 
ceived “reasonable  reassurance”  by  Washington 
that  this  money  will  remain  available  until 
July  1,  1974  but  it  will  expire  at  that  time.  In 
other  words  if  we  receive  legislative  approval 
of  our  program  next  January,  we  will  have 
about  5 busy  months  to  try  to  get  this  “off  the 
ground” — should  the  Legislature  not  approve — 
or  should  we  be  unable  to  put  our  program  to- 
gether we  will  lose  these  Federal  funds  — for 
all  time  — or  until  such  time  in  future  years 
that  new  legislation  may  be  enacted. 
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Next  I would  like  to  say  a few  words  on  a 
subject  of  some  controversy  — that  of  the  fu- 
ture transferrability  of  our  two  year  students. 

Several  years  ago,  we  — and  other  two  year 
schools  — began  to  grow  concerned  about  the 
feasibility  of  maintaining  ourselves  on  a two 
year  basis.  The  Carnegie  Report  encouraged 
conversion  — and  other  studies  such  as  those 
of  Dr.  Carleton  Chapman  at  Dartmouth  were 
corroborated  by  surveys  from  North  Dakota.  Of 
the  numerous  schools  which  they  surveyed 
“most  of  them  felt  that  September  1975  was  the 
critical  year  at  which  time  their  expanded  en- 
rollment would  completely  fill  their  clinical  pro- 
grams”. Our  own  Medical  Association  Ad  Hoc 
Committee  did  not  completely  agree  with  this 
and  rigid  claims  that  conversion  is  necessary. 
NOW  in  order  to  guarantee  future  transfer- 
rability have  met  with  much  resistance.  I sup- 
port the  view  of  our  own  committee  on  this 
point  — we  have  not  fully  proven  that  we  can- 
not transfer  all  of  our  students  after  1975  — 
a prospective  study  of  this  type  is  exceedingly 
difficult  — the  average  dean  now  survives  on- 
ly about  three  years  — and  some  new  deans 
have  not  felt  bound  to  honor  the  correspond- 
ence of  their  predecessors.  Suffice  it  to  say, 
however,  that  pressures  are  growing,  especial- 
ly from  the  medical  schools  in  our  own  region 
— and  I think  it  is  reasonable  to  anticipate 
problems  in  the  not-too-distant  future.  True, 
our  students  are  right  now  transferring  with- 
out any  more  trouble  than  before  — in  fact, 
under  the  new  “early  acceptance”  program 
many  of  our  best  sophomores  received  accept- 
ances before  Christmas  last  year  — three  re- 
main to  be  transferred  from  this  year’s  class 
— BUT,  the  regional  schools,  and  schools  which 
have  in  recent  years  provided  major  outlets, 
show  some  evidence  of  “drying-up”.  Minnesota 
has  this  year  taken  only  8,  and  6 of  these  at  a 
later  date  than  last  year’s  acceptances  — 
meanwhile  Minnesota  has  already  markedly  ex- 
panded its  own  resident  classes  and  it  has  taken 
contracts  already  for  35  more  incoming  North 
Dakota  3rd  year  students  transferring  to  Min- 
nesota, and  45  or  so  from  the  Duluth  two  year 
school.  How  many  more  of  our  own  students 
can  they  be  reasonably  expected  to  accommo- 
date? This  year  they  are  already  down  some: 
Colorado  - only  1,  Nebraska  - 2,  Creighton  - 0, 
Iowa  - 2 (reluctantly)  - and  Iowa  has  already 
written  our  Dean’s  Office  that  they  will  accept 
no  more  South  Dakota  transfers  after  1975  — 
Northwestern  accepts  no  more,  Wisconsin  - no 


more.  Meanwhile  Brown  (Rhode  Island),  Emory 
(Georgia),  and  a few  other  distant  schools  ap- 
pear to  be  “opening  up”  — but  is  transferring 
a student  to  Rhode  Island  the  same  as  to  Min- 
nesota, or  is  transferring  a student  to  Georgia 
the  same  as  transferring  a student  to  Iowa? 
Doesn’t  it  stand  to  reason  that  these  students 
will  be  even  less  likely  to  return  than  their  pre- 
decessors who  graduated  from  mid-western 
medical  schools  and  more  likely  married  mid- 
western  girls? 

Another  point  of  controversy:  Proponents  of  a 
degree-granting  school  have  been  severely  criti- 
cized because  of  statements  alleged  to  them 
that  this  would  somehow  absolutely  guarantee 
more  doctors  for  rural  South  Dakota.  If  indeed 
these  statements  have  been  made  — and  they 
have  not  been  made  by  me  — they  are  almost 
impossible  to  document.  Well  documented,  how- 
ever, are  the  statistics  from  the  Sioux  Falls 
programs  which  show  that  if  a student  gradu- 
ates from  USD  and  returns  to  Sioux  Falls  to 
intern,  there  is  a great  likelihood  that  he  will 
remain  in  this  area  to  practice.  A degree  grant- 
ing school  would  greatly  buttress  and  support 
these  intern  and  residency  programs  in  Sioux 
Falls  and  Yankton.  Although  it  is  not  yet  nec- 
essary that  each  of  these  programs  have  affili- 
ation with  University  degree-granting  schools 
— (contrary  to  some  mis-statements),  it  ap- 
pears increasingly  likely  that  this  may  become 
so  in  a few  years  time. 

There  will  be  considerable  increase  in  the 
number  of  doctors  in  this  country  within  the 
next  decade,  most  of  whom  I suppose  will  pre- 
fer to  settle  in  the  larger  urban  areas  — these 
will  make  fewer  opportunities  available  out-of- 
state  for  our  own  students  upon  graduation.  Is 
it  unreasonable  to  assume,  therefore,  that  if 
they  receive  their  M.D.  here,  intern  here,  mar- 
ry local  girls  — and  if  there  are  many  fewer 
opportunities  for  them  outside  of  South  Da- 
kota — that  more  of  them  won’t  remain  here? 
Especially  if  they  had  easy  access  to  faculty 
personnel  who  would  spend  time  in  residence 
with  them  in  small  communities  or  rural  hos- 
pitals — or  who  would  travel  out  to  assist  them 
and  consult  with  them  on  a periodic  basis  — 
and  who  would  always  be  available  for  help  by 
television  or  telephonic  network?  Wouldn’t  all 
of  these  factors,  coupled  with  the  environmen- 
tal pressures  of  urban  living,  make  this  area 
now  more  professionally,  and  now  more  environ- 
mentally desirable? 
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Another  point  that  some  of  you  from  the 
Black  Hills  District  have  discussed  with  me  is 
that  of  an  All-South  Dakota  entering  class  of  65 
students  — Historically  30%-60%  of  our  stu- 
dents have  been  non-residents  — Now  for  the 
first  time  in  many  years  — if  not  in  history  — 
we  anticipate  an  all  South  Dakota  class  — We 
had  122  resident  applications  this  past  year  (42 
a few  years  ago)  — Both  the  quantity  and  the 
quality  of  our  resident  applications  have  in- 
creased substantially  — I have  heard  criticism 
that  we  may  well  be  building  barriers,  of  “wall- 
ing ourselves  off”,  by  not  accepting  students 
from  other  states  since  we  now  still  depend  on 
other  states  to  complete  our  student’s  educa- 
tion — I am  not  particularly  proud  or  boastful 
of  this  — and  I assure  you  this  is  in  no  sense 
retaliatory  — BUT  there  are  still  10  or  more 
well-qualified  South  Dakota  students  whom 
we  still  cannot  accept  under  any  circumstances 
— Should  any  of  these  well-qualified  South  Da- 
kota students  be  denied  admission  to  take  stu- 
dents from  states  such  as  Iowa  — from  where 
we  have  always  had  students  in  the  past?  If 
your  son  or  daughter  is  as  well-qualified  as  a 
Minnesotan,  shouldn’t  we  take  your  child  first? 

Another  related  problem  has  been  that  of  the 
school’s  relationship  to  the  state  — there  has 
been  talk  in  the  past  that  we  are  an  “entity  un- 
to ourselves”.  The  old  talk  of  past  years  that 
we  have  not  held  ourselves  sufficiently  respon- 
sible to  our  state  and  responsive  to  its  needs 
and  its  problems  — maybe  not  entirely  without 
some  justification  — but  from  now  on  I would 
like  to  promise  that  our  posture  will  be  one  of 
accountability.  It  is  not  my  intent  to  attempt  to 
in  any  way  to  “politicize”  the  school  as  an  in- 
stitution. However,  we  consider  ourselves  ac- 
countable to  the  people  of  this  state  for  our  ev- 
ery action.  If  we  can  help  the  citizens,  the  doc- 
tors, the  small  communities,  the  ranch  and 
farm  people,  the  Indians,  and  the  reservation 
hospitals  — it  behooves  us  to  try. 

As  for  myself  I will  do  my  best  in  this  new 
job  — and  hope  that  our  new  baby  — when 
and  if  delivered,  doesn’t  have  a post-maturity 
syndrome  and  isn’t  a monster. 

Thank  you. 


WE  HOPE  THIS  IS  NOT  NEEDED 


but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7360 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 


SOUTH  DAKOTA  TUBERCULOSIS 
& RESPIRATORY  DISEASE 
ASSOCIATION  — ANNUAL  MEETING 

Date:  October  15,  1973 

Location : Holiday  Inn,  Aberdeen 

Time:  Registration  begins  at  8:00  a.m., 
Sessions  at  9:00  a.m. 

Subject:  Pulmonary  Home  Care  Program 

Speaker:  Mrs.  Barbara  Edelman,  R.N.,  Respir- 
atory Nurse  Specialist,  Lake  Andes 
Area  Regional  Medical  Program 
Buffalo,  New  York 
Duane  Jurrens,  Registered  Physical 
Therapist,  Aberdeen,  South  Dakota 
(demonstration) 
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Fee:  None 
Adjourn:  4:00  p.m. 
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RADIOLOGIC  CASE  PRESENTATION  No.  10 


Martin  Frank  Petereit,  M.D.* 


This  79-year-old  male  developed  a firm  non- 
tender mass  medial  and  anterior  to  the  right 
elbow  joint,  over  a period  of  several  weeks. 
There  were  no  neurologic  findings  involving 
the  hand.  A tumor,  measuring  7.5  x 5.5  x 4.0 
cm,  was  excised.  The  histologic  diagnosis  was 
liposarcoma.  The  patient  refused  amputation. 
Therefore,  the  tumor  bed  was  treated  with 
orthovoltage  (200  kvp)  radiation  therapy. 
Using  10  x 15  cm  treatment  fields,  an  air  dose 
of  2050  roentgens  was  delivered  anteriorly  and 
a similar  dose  was  given  posteriorly. 

Fifteen  months  later,  a large  recurrent  tumor 
was  present  (Fig.  1.).  The  patient  also  had 
pulmonary  metastasis  and  died  3 weeks  later  in 
congestive  heart  failure  with  superimposed 
pneumonia. 

The  roentgenogram  in  Fig.  1.  shows  an  in- 
teresting combination  of  a large  soft  tissue 
mass  of  decreased  density  plus  bone  destruc- 
tion. This  picture  does  not  seriously  suggest 
anything  except  a malignant  process.  Since 
the  soft  tissue  mass  is  much  more  prominent 
than  the  bone  destruction,  a primary  malignant 
neoplasm  of  soft  tissue  with  secondary  in- 


*Medical X-ray  Center,  Sioux  Falls,  South  Dakota. 


vasion  of  adjacent  bone,  is  strongly  suggested, 
rather  than  a primary  malignant  bone  tumor. 
Finally,  the  mass  is  of  fat  density  (which  is 
more  lucent  than  the  water  density  of  muscle). 
Therefore,  this  picture  is  virtually  diagnostic 
of  a primary  liposarcoma  of  soft  tissue  with 
invasion  of  bone. 

Discussion 

Liposarcoma  may  be  primary  in  bone,  but 
this  is  very  rare.1 

Liposarcomas  are  the  most  common  primary 
malignant  soft  tissue  neoplasms  reported  in 
A.F.I.P.  material.1  They  may  become  very 
large.  They  are  encountered  most  often  during 
the  fifth  and  sixth  decades  and  they  have  a 
predilection  for  the  thigh,  especially,  medially 
and  in  the  popliteal  area.1'2  In  fact,  the  thigh 
is  the  most  common  site  for  primary  malig- 
nant soft  tissue  tumors.1  However,  liposarcoma 
is  said  to  be  the  most  common  primary  sar- 
coma in  the  retroperitoneal  region.2 

Three  types  of  liposarcomas  have  been  de- 
scribed: (1)  differentiated,  (2)  undifferen- 

tiated, and  (3)  round  cell.  The  first  type  is 
characterized  by  infiltrative  growth,  frequent 
local  recurrence,  and  rare  distal  metastasis. 
The  other  types  are  more  aggressive  and  they 
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exhibit  rapid  hematologic  spread.  Usually,  the 
more  aggressive  forms  metastasize  to  the  lungs 
or  liver.  This  tumor  may  arise  from  a pre- 
existing lipoma,  but  this  is  very  rare.  For  the 
smaller  and  accessible  tumors,  good  results 
may  be  obtained  with  surgery  and  irradiation.2 


REFERENCES 

1.  Greenfield,  George  B.:  Radiology  of  Bone  Diseases, 
Philadelphia  and  Toronto:  J.  B.  Lippincott  Co., 
1969,  pp.  404,  431-435. 

2.  Murphy,  Walter,  T.:  Radiation  Therapy,  ed.  2,  Phila- 
delphia and  London:  W.  B.  Saunders  Co.,  1967,  pp. 
897-898. 


Figure  I 


Anteroposterior  and  lateral  views  of  elbow.  There  is 
a large  soft  tissue  mass  (measuring  7.0  x 10.5  cm) 
adjacent  to  the  distal  end  of  the  humerus  laterally  and 
anteriorly.  The  mass  is  outlined  by  arrows  on  the 


lateral  view  and  it  is  of  decreased  density  (difficult 
to  reproduce).  The  adjacent  bone  is  partially  de- 
stroyed and  small  spicules  of  bone  project  from  the 
humerus  into  the  mass  (also  difficult  to  reproduce). 


Hire  a pro-Collector 


AAAAN  COLLECTION  SERVICE,  INC 
BUSINESS  COLLECTION  SERVICE 
NORTH  CENTRAL  CREDITS,  INC. 


ABERDEEN  — 229-0100 

SIOUX  FALLS  — 336-0417 
RAPID  CITY  — 348-1340 


42 


SOUTH  DAKOTA 


Letters  to  the 
Editor 


Again,  this  year  I am  compiling  case  reports 
of  allergic  reactions  to  biting  insects,  i.e.,  mos- 
quitos, fleas,  gnats,  kissing  bugs,  bedbugs, 
chiggers,  black  flies,  horseflies,  sandflies,  deer- 
flies,  etc.  I am  also  interested  in  reactions  to 
the  Imported  and  Southern  Fire  Ants. 

I would  like  physicians  to  supply  me  with 
case  reports  of  those  patients  who  have  had 
reactions  to  such  insects.  Include  in  your  re- 
ports, the  type  of  reaction  and  the  complica- 
tions, if  any,  the  age,  sex  and  race  of  the 
patient,  the  site  of  the  bites,  the  season  of  the 
year,  the  immediate  symptoms,  the  skin  test 
results,  desensitization  results,  if  any,  and 
any  associated  other  allergies.  Send  this  in- 
formation to  the  following  address: 

Claude  A.  Frazier,  M.D. 

4-C  Doctor’s  Park 

Asheville,  NC  28801 


I would  like  to  express  my  sincere  appreci- 
ation to  the  members  of  the  South  Dakota 
State  Medical  Association  for  their  scholarship 
which  pays  full  tuition  for  my  sophomore  year. 
I feel  very  fortunate  to  have  been  the  one  selec- 
ted for  this  generous  gift.  My  wife,  Vickie,  is 
returning  to  school  to  pursue  a degree  in  medi- 
cal technology  so  this  scholarship  will  aid  our 
family  finances  considerably. 

I know  I also  speak  for  my  classmates  in  ex- 
pressing awareness  of  the  wide  interest  the 
State  Medical  Association  has  shown  in  medical 
education  in  South  Dakota.  This  has  been  ex- 
emplified by  the  Association’s  continued  efforts 
to  effect  the  establishment  of  a four  year,  de- 
gree granting  medical  school,  student  financial 
aid  and  the  popular  preceptor  program. 

Once  again,  a warm  thank  you. 

Sincerely, 

Joseph  N.  Remillard 


STAIRWAY  ELEVATOR 


WRITE  FOR  FURTHER  INFORMATION 

Display  Model  On  Hand 


EXCELLENT  FOR: 


• Cardiac  Patients 

• Arthritics 

• Post  Operatives 

• Senior  Citizens 

• Paralytics 

KREISERS  SURGICAL,  INC. 

Ph.  336-1155  21st  & Minnesota  Sioux  Falls  Rapid  City  Ph.  342-2773 


• No  Special  Wiring 

• No  Marring  Walls 
or  Stairway 
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BUT  MY  FEW  DOLLARS 


WON’T  MAKE  ANY 
DIFLERENCE 


Thankfully  not  everybody  says  that.  We  know  different.  Your  dues,  added 
to  mine,  and  to  everybody  else’s  dues,  can  make  a difference.  But,  maybe 
you  would  rather  go  to  work  for  the  government? 

If  not  join  us  in  1973  . . . and  bring  along  a friend. 


R.  B.  Leander,  M.D.,  Chairman 
600  West  37th  Street 
Sioux  Falls,  South  Dakota  57105 
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Two  forms  of  Cordran 


Flurandrenolide 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


24  in. 
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Additional  information  available 
to  the  profession  on  request. 
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Everybody  experiences  psychic  tension 


Most  people  can  handle  this  tension. 

i 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

W hile  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  onlv  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  ^-mg 
and  io-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  bv  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

W arnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  w ith  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  satin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug,  j 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SEVENTEEN  YEAR  OLD  GIRL  WITH  ABDOMINAL  PAIN 
OF  THREE  WEEKS  DURATION 

John  F.  Barlow,  M.D.,  FCAP**  Lawrence  L.  Sittner,  M.D.* 

Pathologist-Editor  Discusser-Family  Practitioner 


Case  No.  73-1587 

This  17-year-old  nulligravida  Caucasian  female  was 
admitted  for  abdominal  pain. 

PRESENT  ILLNESS — Twenty  days  prior  to  admis- 
sion the  patient  developed  constipation  with  no  bowel 
movements  for  3-4  days.  Ex-lax  resulted  in  liquid  bowel 
movements  but  there  was  associated  intermittent 
crampy  right  lower  quadrant  pain.  She  consulted  a 
physician  who  found  nothing  abnormal  on  physical 
examination  and  a blood  count  showed  normal  hemo- 
globin and  white  count.  Over  the  next  week  the  pa- 
tient continued  to  have  intermittent  right  lower  quad- 
rant pain  associated  with  liquid  bowel  movements 
which  decreased  and  stopped.  Approximately  two  and 
one  half  weeks  prior  to  admission  she  began  to  have 
menses'  which  were  associated  with  uterine  cramps  for 
which  she  took  pain  pills.  This  menstrual  period  was 
lighter  than  usual  and  approximately  12  days  late. 
Symptoms  apparently  diminished  until  1 days  prior 
to  admission  when  she  developed  suprapubic  and  right 
lower  quadrant  pain  which  became  increasingly  severe 
but  was  not  accompanied  by  dysuria  or  urinary  fre- 
quency. There  was  no  nausea,  vomiting  or  diarrhea 
at  this  time.  She  again  consulted  a physician  who 
noted  a slight  increase  in  her  white  count  and  placed 
her  on  pyridium  and  penicillin.  The  pain  progressed 
and  was  worse  with  movement  or  with  jarring.  Be- 
cause of  worsening  pain  she  was  referred  to  a sur- 
geon. 

There  were  no  previous  hospitalizations  or  opera- 
tions. Review  of  systems  revealed  no  history  of  ulcers 
or  diabetes  or  urinary  tract  infections.  The  patient 
had  regular  menses  starting  at  age  12  which  lasted 
6-7  days  and  were  regular. 

PHYSICAL  EXAMINATION— The  patient  was  5'4" 
and  116  lbs.  She  was  a slender  light  complected  female 
in  moderate  distress.  Temperature  98.6°  F,  pulse  92/ 
minute  and  regular,  respirations  24/minute  and  regular, 
blood  pressure  lit)  systolic  and  70  diastolic.  Examina- 
tion of  the  head  and  neck  was  unremarkable.  The  lungs 
were  clear  to  auscultation  and  percussion.  The  heart  was 
not  enlarged  and  no  abnormal  sounds  or  murmurs  were 
heard.  Examination  of  the  abdomen  revealed  tender- 
ness in  the  right  lower  quadrant  maximally  and  mild 
suprapubic  tenderness.  There  was  no  referred  tender- 
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ness  but  there  was  rebound  tenderness  to  the  right 
loner  quadrant.  The  spleen  and  liver  were  not  pal- 
pable. There  was  a 1-2  cm  moderately  soft,  tender 
mass  just  inside  the  anterior  iliac  crest  in  the  right 
lower  quadrant  with  some  muscle  guarding  and  rigidity 
in  this  region.  Pelvic  examination  revealed  normal 
external  gentalia.  There  was  thick  tan  creamy  dis- 
charge present  in  the  vagina.  The  cervix  appeared 
normal.  Bimanual  examination  of  the  uterus  showed 
that  the  uterus  was  normal  sized  and  retroverted.  No 
adnexal  masses  could  be  palpated.  Rectal  examination 
revealed  an  empty  ampulla  and  no  rectal  lesions  and  no 
rectal  tenderness.  The  remainder  of  the  physical  ex- 
amination was  unremarkable.  Urinalysis  was  dark, 
straw-colored  and  clear;  specific  gravity  1.024,  pH  5.5, 
negative  for  protein,  glucose,  ketone  bodies,  bile  and 
hemoglobin.  Microscopic  examination  of  the  sediment 
revealed  1-3  white  cells/hpf  and  no  red  cells.  There 
were  occasional  epithelial  cells.  Hemoglobin  was  12.1 
gms/dl,  red  count  3.93  million/mm3,  hematocrit  35 
vols/dl,  mean  corpuscular  hemoglobin  31  micromicro- 
grams, mean  corpuscular  volume  88  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  34%,  total 
leukocyte  count  10,300/mm3  with  79%  segmented 
neutrophils,  and  21%  lymphocytes.  The  red  cells  were 
normochromic  normocytic  and  the  platelets  appeared 
normal  in  number  and  morphology  on  the  smear.  Ery- 
throcyte sedimentation  rate  was  30  mm/hr.  An  ab- 
dominal exploration  was  performed. 

DR.  SITTNER : We  are  dealing  with  a diffi- 

cult area  of  the  abdomen.  There  are  more 
problems  with  the  right  lower  quadrant  than 
anywhere  else  in  the  abdomen.  One  would  first 
have  to  consider  a subacute  or  acute  appendi- 
citis with  or  without  abscess  formation.  There 
was  no  mention  of  a pregnancy  test  being  done 
on  this  patient  and  one  always  has  to  suspect 
an  ectopic  pregnancy,  although  there  was  no 
evidence  of  anemia  or  shock.  One  disease  I 
should  dispense  with,  because  I have  been 
fooled  by  it  several  times,  is  acute  intermittent 
porphyria.  This  can  be  detected  by  a urine  ex- 
amination for  porphobilinogen.  Was  one  done? 

DR.  BARLOW : No,  it  was  not.  I might  add 

this  is  a very  simple  test  and  can  be  set  up  in 
almost  any  laboratory. 
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DR.  SITTNER:  I do  not  think  she  was  preg- 

nant, although  she  did  have  a period  which 
was  12  days  late.  I would  think  one  would 
have  to  consider  regional  enteritis  or  ulcerative 
colitis  with  a mass  or  obstruction.  There  was 
no  history  suggestive  of  trauma,  ureteral  stone 
or  urinary  tract  infection.  These  are  very  un- 
likely with  the  findings  on  urinalysis. 

Pelvic  kidney  is  another  possibility,  but  I 
doubt  the  mass  would  feel  like  the  one  we  have 
in  the  protocol.  We  do  not  have  an  intravenous 
pyelogram  or  upper  gastrointestinal  series  or 
small  bowel  series  to  exclude  some  of  these 
diagnoses,  but  they  may  not  have  been  indi- 
cated. I suspect  that  the  patient’s  most  likely 
diagnosis  would  be  appendicitis,  but  the  patient 
could  have  a pyosalpinx  or  ovarian  cyst.  All  of 
these  could  explain  the  mass  itself. 

DR.  L.  L.  SITTNER’S  DIAGNOSES: 

1.  APPENDICITIS,  SUBACUTE 

2.  POSSIBLE  OVARIAN  CYST 

3.  POSSIBLE  PYOSALPINX 

I would  like  to  ask  some  of  the  interns  what 
they  thought. 

*DR.  RICHARD  JONGEWAARD:  I wonder 

about  a retrocecal  appendicitis.  Patients  with 
this  may  not  have  a high  white  count  and  have 
no  guarding  or  rebound  tenderness. 

DR.  SITTNER:  This  patient  did  have  guard- 

ing and  rebound  and  although  the  white  was 
not  elevated,  I have  certainly  seen  an  appendi- 
citis without  the  high  white  count. 

**DR.  GREG  MAGNUSON:  Was  there  a cul- 

ture of  the  discharge  from  the  cervix? 

***DR.  DORENCE  ENSBERG:  Yes.  It  was 

negative. 

I)R.  SITTNER:  Was  there  a pregnancy  test 

performed  ? 

DR.  ENSBERG:  Yes,  it  was  negative,  but  it 

was  done  before  hospitalization. 

DR.  SITTNER:  Were  there  any  kind  of  x- 

ray  studies  of  the  abdomen? 
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DR.  ENSBERG:  No,  there  were  none  done. 

tD  R.  WARREN  L.  JONES:  Was  there 

any  abnormal  odor  to  the  vaginal  discharge? 

DR.  ENSBERG:  No,  I thought  it  was  normal. 

DR.  BARLOW : Dr.  Ensberg,  would  you  like 

to  tell  us  what  you  thought  about  this  case 
and  what  you  found  in  surgery? 

DR.  ENSBERG:  Dr.  Sittner  has  covered  most 

of  the  points.  This  patient  was  sick  for  three 
weeks,  had  been  missing  school,  had  been 
treated  with  antibiotics,  had  been  to  several 
physicians.  The  mother  and  the  patient  were 
getting  disgusted  and  the  patient  was  shy  and 
a little  beaten  down  by  the  whole  process.  I 
suppose  she  was  sent  to  me  because  a mass 
was  felt.  I watched  her  for  two  days  and  I 
suppose  I could  have  done  a small  bowel  series 
and  a number  of  other  studies,  but  I thought 
that  the  expense  was  not  warranted  and  felt 
that  an  abdominal  exploration  was  indicated 
in  any  case.  The  preoperative  diagnosis  was 
that  I would  probably  find  the  mass  to  be  in- 
flammatory and  that  its  course  was  altered  by 
antibiotics.  She  was  not  improving  and  so  an 
operation  was  performed. 

DR.  WARREN  JONES:  Was  the  mass  per- 

sistent ? 

DR.  ENSBERG:  Yes. 

DR.  SITTNER:  Why  was  the  mass  not  felt 

on  pelvic  examination? 

DR.  ENSBERG:  I think  that  the  mass  was 

too  high,  as  it  was  just  inside  the  superior 
iliac  spine. 

If  DR.  DURWARD  M.  LANG : Was  it  fixed  or 

moveable  ? 

DR.  ENSBERG:  It  was  moveable. 

I)R.  BARLOW : What  was  found  at  operation? 

I)R.  ENSBERG:  I will  summarize  my  opera- 

tive note.  We  did  a McBurney’s  incision.  This 
may  have  been  a mistake  in  retrospect.  We 
did,  however,  explore  and  see  what  was  needed. 
Immediately  beneath  the  wound,  there  was  a 
palpable  mass  which  appeared  to  be  a mass 
along  the  inferior  margin  of  the  omental  re- 
flection from  the  right  half  of  the  transverse 
colon,  which  hung  down  and  seemed  to  overlie 
the  ileocecal  area.  The  terminal  ileum  at  a dis- 
tance of  2 to  214  feet  was  inspected  and  no 
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Meckel’s  diverticulum  or  evidence  of  regional 
enteritis  was  found.  There  was  some  reddening 
of  the  terminal  ileum  on  the  serosa  but  this 
was  secondary.  The  cecum  was  normal  and  at 
its  tip  a normal  appendix  was  found.  We  did 
remove  the  appendix  later.  The  right  ovary 
could  be  felt  and  with  retraction  fairly  good 
visualitation  of  the  pelvis  was  seen  and  what 
appeared  to  be  an  organizing  hematoma  was 
found  lying  between  the  bladder  and  anterior 
surface  of  the  broad  ligament  on  the  right  side 
extending  across  the  uterus  a short  distance 
into  the  left  side.  This  was  picked  away  by 
means  of  a sponge  forceps  and  its  nature,  an 
organizing  hematoma,  was  verified  by  frozen 
section.  Search  for  a possible  source  of  this 
bleeding  in  the  pelvis  was  then  carried  out. 
Both  tubes  w'ere  clearly  seen  and  inspected  and 
except  for  some  edema  of  the  right  tube  which 
was  in  the  most  close  relationship  with  the 
hematoma,  no  abnormality  of  either  tube  was 
found.  The  uterus,  also,  was  completely  normal 
in  size  otherwise.  The  right  ovary  was  palpated 
and  was  delivered  upward  and  appeared  to  be 
completely  normal.  The  left  ovary  was  clearly 
visualized  and  turned  from  side  to  side  and 
also  seemed  normal.  I interpreted  these  find- 
ings as  a mesenteric  tear  at  some  previous 
time  that  had  resulted  in  bleeding  .downward 
with  the  formation  of  the  hematoma  in  the 
anterior  portion  of  the  compartment  of  the 
pelvis.  A biopsy  was  taken  of  what  appeared 
to  be  the  organizing  hematoma  at  the  origin 
of  the  omentum  and  the  edge  of  the  transverse 
colon.  Another  biopsy  was  taken  from  some 
of  the  fat  tab  between  the  cercum  and  terminal 
ileum.  Also  tissue  was  taken  from  the  pelvis 


Figure  I 
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where  there  was  the  largest  bulk  of  hematoma. 
The  appendix  was  then  removed. 

DR.  BARLOW : We  were  presented  with  blood 
clot.  Frozen  section  revealed  no  other  features. 
However,  multiple  deeper  sections  on  perma- 
nent material  revealed  chorionic  villi.  (Fig.  I). 

The  question  now  arises  as  to  how  to  explain 
these  findings.  Obviously  this  is  an  ectopic 
pregnancy.  Ectopic  pregnancy  is  almost  al- 
ways in  the  fallopian  tube  but  may  be  in  the 
cornu,  the  ovary,  the  cervix,  a pocket  of  adeno- 
myosis  or  in  the  abdomen.  This  one  was  in  the 
abdomen.  How  did  it  get  there?  One  possibil- 
ity is  a tubal  abortion.  Let  me  try  to  explain 
this.  The  problem  with  ectopic  gestation,  preg- 
nancy outside  the  endometrial  cavity,  is  that 
the  decidua  is  deficient.  When  a pregnancy 
comes  to  rest  in  the  tube  because  of  tubal  ob- 
struction from  inflammation  or  some  other 
reason,  the  villi  start  to  invade  the  surrounding 
tissue  just  as  in  the  decidua  of  the  uterus.  In 
the  endometrial  cavity  there  is  plenty  of 
decidua  which  will  slough  when  the  placenta  is 
delivered.  In  extrauterine  sites,  there  is  no 
decidua.  The  villi  invade  surrounding  vascular 
tissue  with  several  possible  outcomes.  One 
is  massive  intraabdominal  hemorrhage.  An- 
other is  hemorrhage  into  the  broad  ligament 
with  broad  ligament  hematoma.  A third  is  tubal 
abortion  where  the  pregnancy  is  extruded  out 
the  end  of  the  tube  and  may  or  may  not  im- 
plant on  the  surrounding  abdominal  organs. 
Two  rarer  consequences  include  formation  of 
hydatidiform  mole  or  choriocarcinoma  and 
spontaneous  regression  where  the  fetus  be- 
comes a dehydrated  lithopedion.  In  our  case, 
I feel  this  girl  had  a tubal  abortion  with  im- 
plantation of  the  chorionic  villi  in  the  abdomen. 

FINAL  ANATOMIC  DIAGNOSES 

ECTOPIC  PREGNANCY, 
INTRAABDOMINAL 

The  next  question  that  arises  is  how  to 
diagnose  ectopic  pregnancy.  I feel  that  the  preg- 
nancy test  is  often  negative  and  a dilatation 
and  curettage  may  not  be  helpful.  You  may 
obtain  decidua  on  a D & C or  if  you  are  lucky 
Arias-Stella  changes  in  the  endometrium  may 
be  seen.  There  are  abnormal  glandular  changes 
with  enlarged  nuclei  of  the  endometrium  seen 
when  there  is  an  intrauterine  or  extra-uterine 
pregnancy.  If  either  of  these  are  reported  with- 
out the  presence  of  chorionic  villi,  you  should 
suspect  an  ectopic  pregnancy.  Unfortunately, 

15 


if  the  chorionic  gonadotropin  titer  is  low  then 
you  may  get  not  only  a negative  pregnancy 
test,  but  the  decidua  will  slough  either  as  a 
cast  or  in  fragments.  This  causes  the  abnormal 
bleeding  with  an  ectopic  pregnancy.  Prolifera- 
tive, inactive  or  even  secretory  endometrium 
may  be  obtained  on  a D & C.  Therefore,  the 
only  sure  way  to  make  a diagnosis  of  ectopic 
pregnancy  is  to  suspect  it  and  then  either  do 
laparoscopy,  laparotomy  or  culdoscopy. 

DR.  ENSBERG:  It  was  difficult  to  elicit  the 

possibility  of  pregnancy  by  history  later. 

DR.  JONES:  How  did  you  explain  this  to  the 

parents  ? 

DR.  ENSBERG:  It  was  difficult.  I told  the 

girl  and  the  mother  and  there  was  very  little 
reaction  to  this.  I also  informed  the  family 
practitioner. 

*DR.  B.  J.  WILLIAMS:  I think  the  striking 

thing  about  this  case  to  me  was  the  fact  that 
the  bowel  symptoms  were  so  prominent.  I am 
sure  that  this  was  a case  of  tubal  abortion. 

**DR.  ROBERT  NELSON:  Don’t  you  think 

the  bowel  symptoms  were  in  part  due  to  anti- 
biotic therapy? 

DR.  WILLIAMS:  Yes,  I think  that  is  a good 

possibility. 

DR.  NELSON : Somebody’s  arms  must  be  ex- 

tremely tired  after  retracting  that  McBurney 
incision  to  do  all  that  exploration. 

DR.  ENSBERG:  That  was  the  case,  but  the 

incision  turned  out  to  be  adequate. 

‘"Obstetrician  and  Gynecologist,  Sioux  Valley  Hospital, 
Clinical  Faculty,  School  of  Medicine,  University  of 
South  Dakota. 

**Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
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AMERICAN  SOCIETY  OF 
CONTEMPORARY  MEDICINE 
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WE  HOPE  THIS  IS  NOT  NEEDED 


but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7350 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 
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“ These  Shoes 
Were  Made 
for  Walkin' ” 

LAST  YEAR,  SOUTH  DAKOTA  BLUE  SHIELD  PERSONNEL 
TRAVELED  30,000  MILES 

That's  right,  doctor!  Our  professional  relations  personnel  cov- 
ered 30,000  miles,  calling  on  physician  offices  within  the  State. 

As  you  know,  our  goal  is  service  — to  you  and  to  the  sub- 
scriber. What  better  way  to  serve  than  to  visit  each  physician  and 
his  medical  assistant  to  share  time-saving  hints  and  explain  new 
benefits  or  limitations. 

“These  shoes  were  made  for  walkin’,  and  that’s  just  what 
they’ll  do”  . . . bringing  pertinent  information  on  South  Dakota 
Blue  Shield  directly  to  you. 


SOUTH  DAKOTA  BLUE  SHIELD 

711  North  Lake 
Sioux  Falls,  South  Dakota 
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Immunization  Action  Month  (IAM)  is  a co- 
operative effort  to  reverse  the  alarming  na- 
tional trend  of  declining  immunization  levels 
among  pre-school  age  children  against  polio, 
measles,  rubella,  pertussis  and  diphtheria. 

A host  of  public  and  private  health  agencies, 
voluntary  service  groups,  pharmaceutical  firms, 
and  the  Center  for  Disease  Control  have  joined 
together  to  carry  out  a two  phase  campaign 
directed  at  private  and  public  health  providers 
and  parents  for  the  purpose  of  increasing  im- 
munity levels  among  the  inadequately  and  un- 
immunized pre-school  age  population. 

Immunization  levels  among  pre-school  chil- 
dren have  been  decreasing  at  a significant  rate 
in  the  United  States  during  the  past  few  years 
and  national  studies  indicate  that  approximate- 
ly 5 million  of  the  nearly  14  million  one  through 
four  year  old  children  are  unprotected  against 
one  or  more  of  the  diseases  of  polio,  measles, 
rubella,  pertussis  and  diphtheria. 

WHERE  SOUTH  DAKOTA  STANDS 
South  Dakota  vs.  United  States 


Immunity  Levels  1972 

*United 

'""South 

States 

Dakota 

Poliomyelitis 

63% 

67.5% 

Rubella  (3  day  German 

) 57% 

66.8% 

Rubeola  (7  day  Hard) 

62% 

80.3% 

DPT 

75% 

74.4% 

One  apparent  and  encouraging 

trend  based 

on  our  recent  selective  pre-school  immunity 
studies  in  South  Dakota  reflects  significantly 
higher  immunity  levels  among  the  pre-school 
population  in  comparison  to  the  school  enterers 

"National  pre-school  immunity  levels  based  on  survey 
in  1972. 

**South  Dakota  immunity  levels  based  on  school  en- 
terers survey  in  1972. 


as  illustrated  previously. 

This  positive  trend  may  be  related  to  some 
of  the  following  conditions:  1)  the  passage  and 
implementation  of  the  South  Dakota  compul- 
sory Immunization  Law  passed  by  the  Legis- 
lature in  1971;  2)  the  recent  licensure  and 
wide-spread  administration  of  multiple  antigen 
preparations,  and  3)  simultaneous  administra- 
tion of  various  single  live  antigen  prepara- 
tions. 

Although  the  average  immunity  levels  of  our 
children  in  South  Dakota  ages  one  through 
twelve  are  higher  than  national  averages,  they 
are  not  ideal  and  additionally  there  are  current 
pockets  of  high  susceptibility  which  can  and  do 
lead  to  sporadic  communicable  disease  out- 
breaks which  we  are  detecting  through  the 
communicable  disease  telephonic  reporting  sys- 
tem and  through  laboratory  specimens. 

The  declaration  designating  October  as  Na- 
tional Immunization  Month  is  not  a plea  to  in- 
crease pre-school  immunity  levels  through  mass 
programs,  except  where  definitely  needed,  but 
rather  a routine  immunization  record  assess- 
ment approach  which  should  be  applied  on  the 
part  of  the  private  physicians,  the  patients, 
and  the  State  Health  Department.  This  action 
involves  assessment  of  children’s  immunity 
histories  by  both  parents  and  private  physi- 
cians with  the  State  Health  Department  sup- 
plying supportive  State-wide  epidemiological 
data,  based  on  pre-school  and  school  enterers 
immunity  indexes. 

In  previous  years,  a great  deal  of  energy  has 
been  expended  upon  immunizing  through  com- 
munity programs  without  adequate  screening 
which  results  in  normally  over-immunizing  the 
protected  portion  of  the  childhood  population 
and  not  making  measurable  impact  on  the  hard 
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to  reach  group.  With  this  in  mind,  there  are 
three  objectives  to  be  accomplished:  1)  Private 
physicians  are  requested  to  audit  their  pre- 
school patients’  immunization  records  and  to 
take  appropriate  action  to  make  sure  the  pa- 
tients are  up  to  date  on  their  immunizations ; 
2)  Parents  of  pre-school  children  are  requested 
to  review  their  children’s  immunization  records 
and  take  appropriate  action  to  bring  their  im- 
munity levels  up  to  date ; and  3)  Private  physi- 
cians, county  health  officers,  public  health 
nurses,  and  other  health  related  professionals 
should  request  assistance  from  the  Immuniza- 
tion Section  of  the  State  Health  Department 
for  epidemiological,  technical,  and  biological 
assistance  to  implement  October  Immunization 
Month. 

SOUTH  DAKOTA  SCHOOL  ENTERERS 
IMMUNITY  LEVELS  IJY  DISTRICT  1972 


% Protected1' 


Polio- 

myelitis** 

Rubella 

Rubeola 

dpt*** 

District  I 

68.5% 

65.9% 

88.8% 

72.6% 

District  II 

70.6% 

64.4% 

77.1% 

84.6% 

District  III 

54.6% 

61.2% 

84.5% 

74.4% 

District  IV 

73.6% 

71.5% 

87.8% 

81.9% 

District  V 

74.9% 

71.5% 

88.2% 

78.6% 

District  VI 

63.1% 

69.1% 

79.8% 

70.4% 

Statewide 

Average 

67.5% 

66.8% 

80.3% 

74.4% 

John  W.  Jones 

Supervisor  Immunization  Section 
South  Dakota  State  Department  of  Health 


Idea 


Design 

Photography 

Copy 


RESULT  IN 

Trilling 

excellence?! 

■■■■■ 

Modem  Press  Inc. 

808  West  Ave.  North 


Gerald  E.  Tracy,  M.D. 
Immunization  Consultant 


*The  results  are  based  on  review  of  10,101  immunity 
histories  of  1971-72  school  enterers  prior  to  com- 
pliance follow-up. 

**Those  protected  have  received  2 in  series  and  1 
booster  prior  to  school  entrance. 

***Those  protected  have  received  3 in  series  and  1 
booster  prior  to  school  entrance. 


605-336-2377 

Sioux  Falls,  South  Dakota  57104 
* ★ 4^  * 
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Regionalization  in  health  care  is  receiving  increased  attention  by  the  physicians,  hospitals, 
insurance  companies,  government  and  the  consumers. 

Our  area  resources  are  limited.  How  can  we  use  them  most  effectively  for  the  highest  qual- 
ity of  medical  care? 

Duplication  of  services  in  the  larger  hospitals  must  by  cooperative  efforts  be  avoided. 
Medical  facilities  should  concentrate  on  areas  of  care  that  they  do  best,  rather  than  each  institu- 
tion attempting  to  provide  costly  (in  money  and  manpower)  duplicating  services  such  as  cobalt 
therapy  or  renal  dialysis. 

Norman  H.  Gardner,  Vice-President  of  the  American  Medical  Association,  has  stated  that 
this  problem  is  universal.  Health  care  can  be  organized  on  a regional  area  basis,  around  stra- 
tegically located  centers.  Cooperative  programs  between  urban  and  rural  communities  on  manage- 
ment, in-service  training,  continuing  education,  etc.  can  evolve  to  the  benefit  of  each. 

John  W.  Kauffman,  Chairman  of  the  Board  of  the  American  Hospital  Association,  has  re- 
cently stated  that  “most  small  hospitals  have  the  same  things  in  common — medical  staff  short- 
age, allied  manpower  shortage,  trouble  coping  with  state  and  federal  regulations,  lack  of  emer- 
gency service,  inadequate  reimbursement,  low  pay  scales,  and  a need  for  more  and  better  educa- 
tional programs.” 

Perhaps  the  problems  of  small  hospitals  are  not  unlike  the  difficulties  faced  by  some  of 
South  Dakota’s  schools  before  our  recent  reorganization  of  school  systems  throughout  the  state. 

What  are  some  possible  first  steps  in  developing  regional  centers?  Many  factors  are  to  be 
taken  into  consideration — the  population,  capabilities  and  age  level  of  the  area,  the  geographical 
trade-area  pattern,  and  the  relationship  to  larger  “outreach”  hospital  aid.  When  the  defined 
areas  have  been  determined,  then  cooperative  support  of  the  selected  care  center  is  essential.  At- 
tention to  emergency  transportation  capabilities  and  funding  can  be  addressed.  All  segments  of  the 
area  population  would  significantly  benefit  by  this  concerted  effort. 

We  must  not  be  misled  by  the  hope  that  graduating  more  physicians  will  enable  every  small 
town  to  secure  one  or  more  physicians.  That  is  unlikely  to  happen.  Lack  of  opportunities  for  pro- 
fessional interchange  with  other  physicians  tends  to  dampen  the  professional  consciousness  that 
is  so  essential  to  personal  and  professional  satisfaction  and  growth. 

With  a regional  plan,  the  physician  would  have  easier  access  to  more  diverse  and  complete 
medical  skills  and  services  in  a more  sophisticated  facility  for  health  care.  He  would  have  profes- 
sional counterparts  to  stimulate  him  and  meet  his  professional  and  continuing  education  needs. 

There  is  no  simple  or  “pat”  solution,  but  a realistic  approach  is  essential.  Areas  will  differ  and 
implementation  can  vary  in  degree,  but  the  philosophy  is  valid  and  it  is  essential  that  we  make 
a beginning.  Local  interest  and  initiative  is  basic.  Broad  interpretation  and  guidance  by  the 
Medical  Association  and  the  Hospital  Association  is  important  if  localities  are  to  be  stimulated 
to  concerted  action  in  developing  efficient  area  medical  service  centers.  The  Comprehensive  Health 
Agency  also  has  a vital  role  to  play  in  its  involvement  with  the  Certificate  of  Need  legislation  and 
its  effective  implementation. 

An  objective  study  is  in  order,  and  long-term  projection  and  planning  is  critical.  Quality  of 
life  includes  the  quality  of  health,  and  the  hopes  and  aspirations  for  rural  health  care  is  the 
South  Dakota  State  Medical  Association’s  responsibility. 

T.  H.  Sattler,  M.D. 

President 
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News  Notes  • Changes  • Births  • News 


Stephen  Haas,  M.D.,  form- 
er medical  officer  at  Ells- 
worth Air  Force  Base,  has 
joined  the  Rapid  City  Internal 
Medicine  Group.  Dr.  Haas,  a 
native  South  Dakotan,  gradu- 
ated from  the  University  of 
Minnesota  Medical  School,  in- 
terned in  Dallas,  Texas  and 
took  his  residency  in  internal 
medicine  at  the  University  of 
Minnesota  Hospital.  From 
1970-71  he  was  a National  In- 
stitute of  Health  Fellow  in 
Endocrinology  at  the  Univer- 
sity of  Minnesota. 

$ ^ ^ ^ 

E.  Colin  Smart,  M.D.  has 

opened  an  office  for  the  prac- 
tice of  medicine  in  Belle 
Fourche.  Dr.  Smart,  a native 
of  England,  came  to  the 
United  States  in  1967  and  has 
practiced  in  Tioga,  North 
Dakota  since  that  time. 

Lowell  J.  Hyland,  M.D.  has 

opened  an  office  in  Sioux 
Falls  for  the  practice  of  al- 
lergy. Dr.  Hyland  is  a gradu- 
ate of  the  University  of  Min- 
nesota Medical  School.  He 
took  his  residency  training  in 
internal  medicine,  allergy,  at 
the  National  Jewish  Hospital, 
University  of  Colorado,  Den- 
ver. 


The  American  Association 
of  Family  Physicians  an- 
nounced the  election  of  Rich- 
ard Porter,  M.D.,  Yankton,  to 
active  membership  in  that  as- 
sociation. 

Will  E.  Donahoe,  M.D., 

Sioux  Falls,  was  the  recipient 
of  Minneapolis,  Minnesota’s 
WCCO  radio  station  Good 
Neighbor  Award  on  the  occa- 
sion of  his  87th  birthday. 
Recognition  was  given  to  Dr. 
Donahoe  for  his  many  years 
of  involvement  in  community 
affairs. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  Mobridge  Clinic  an- 
nounced the  association  of 
Jeffrey  Peterson,  M.D.  Dr. 
Peterson  attended  the  Univer- 
sity of  South  Dakota  Medi- 
cal School  and  obtained  his 
M.D.  degree  from  the  Univer- 
sity of  Minnesota.  He  in- 
terned at  Sioux  Valley  Hos- 
pital in  Sioux  Falls  and  suc- 
cessfully completed  the  South 
Dakota  Board  licensure  ex- 
aminations in  July. 

A record  number  of  physi- 
cians attended  the  Black 
Hills  Seminar  in  Rapid  City 
sponsored  by  the  South  Da- 
kota Academy  of  Family 
Physicians  and  the  South  Da- 
kota Chapter  of  the  American 
Gynecology.  James  Grobe, 
M.D.,  President  of  the  Ameri- 
can Association  of  Family 
Physicians,  spoke  on  the 
rapidly  expanding  concept  of 
the  “Family  Physician”  and 
College  of  Obstetrics  and 
his  important  role  in  Ameri- 
can Medicine.  Other  guest 
speakers  included  Carl  Ander- 
son, M.D.,  the  Mayo  Clinic; 
James  Delaney,  M.D.,  the 
University  of  Colorado ; Rob- 
ert C.  Burton,  M.D.,  the 
Mayo  Clinic;  and  William 
Goddard,  M.D.,  the  Univer- 
sity of  Colorado. 
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Recommendations  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee  on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.’’ 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


28 


SOUTH  DAKOTA 


53 


SPORTS  MEDICINE  SYMPOSIUM 
WEIGHT  CUTTING  AND  WRESTLING 


by 

Loren  H.  Amundson,  M.I). 
Sioux  Falls,  South  Dakota 


I.  FOREWORD 

I would  like  to  thank  the  committee  for  ask- 
ing me  to  speak  to  you  today  regarding 
WEIGHT  CUTTING  AND  WRESTLING.  It  is 
always  a pleasure  for  me  to  return  to  USD,  and 
especially  to  share  the  podium  with  such  an 
orthopedic  dignitary  as  Dr.  Garrick.  I suspect 
that  the  reason  for  my  being  asked  to  be  on  the 
program  is  due  to  the  fact  that  I wear  my  hair 
the  same  style  as  Dr.  Carl  Miller,  Chairman 
and  Director  of  HPERA  here  at  USD. 

II.  OPENING 

Excessive  weight  reduction  in  wrestling  is 
giving  the  sport  a black  eye,  according  to  three 
panelists  at  a recent  National  Conference  on 
the  Medical  Aspects  of  Sports.  One  of  the 
speakers,  Dr.  Walter  Kroll,  Associate  Profes- 
sor of  Physical  Education,  University  of  Texas, 
Austin,  Texas,  said  the  practice  is  blamed  for 
everything  from  causing  staleness  in  athletes 
to  turning  them  into  “gaunt,  dessicated  refu- 
gees from  a concentration  camp.” 

Despite  the  publicity  about  the  evils  of  mak- 
ing weight  in  wrestling,  the  problem  is  full  of 
unknowns.  Just  how  prevalent  is  the  prac- 
tice? How  dangerous  is  it?  How  can  it  be,  or 
should  it  be,  eliminated? 

Most  physicians  feel  that  medical  complica- 
tions from  cutting  weight  in  wrestling  are 
either  infrequent  or  poorly  reported.  Donald 
L.  Cooper,  M.D.,  Team  Physician  and  Student 
Health  Director,  Oklahoma  State  University, 
said,  “I  can  only  find  meager  evidence  in  the 
literature  of  any  actual  medical  problems  in- 


curred by  a wrestler  cutting  weight.”  Person- 
ally, I have  never  seen  a serious  circumstance. 
However,  a few  cases  of  pancreatitis  (which  is 
an  acute  infection  of  the  insulin  producing 
gland  in  the  abdomen)  have  been  reported,  a 
few  cases  of  diabetes  have  been  precipitated, 
and  several  cases  of  infections  have  been  docu- 
mented. IT  IS  A COMMON  MEDICAL  FACT 
THAT  THE  OVERFED,  OVERWEIGHT 
TEENAGER  IS  ACTUALLY  ABUSING  HIS 
HEALTH  FAR  MORE  THAN  THE  BOY  WHO 
WORKS  HARD  TO  LOSE  EXCESS  SUB- 
CUTANEOUS FAT ! 

III.  MEDICAL  EXAMINATION 
FIRST  ESSENTIAL 

We  all  want  good  health,  good  coaching,  and 
good  wrestling  in  all  of  our  programs.  As  Dr. 
Muckala  outlined  for  you  this  morning,  the 
precursor  to  any  weight  reduction  program  in 
wrestling  is  a thorough  medical  history  and 
examination,  to  uncover  conditions  which 
would  make  wrestling  inadvisable.  Wrestling 
is  considered  a CONTACT  SPORT,  along  with 
football,  basketball,  hockey,  soccer,  and  rugby. 
Please  keep  in  mind  that  WRESTLERS  WORK 
OUT  MORE  TIMES  DURING  THE  YEAR, 
FOR  LONGER  PERIODS  EACH  DAY,  AND 
AT  NEARER  TOP  SPEEDS  DURING  THE 
WORKOUT,  THAN  PARTICIPANTS  IN  ANY 
OTHER  FORM  OF  PERSONAL  CONTACT 
SPORT  — THEY  MUST  BE  IN  GOOD 
HEALTH ! 

I would  like  to  discuss  with  you  a few  of  the 
conditions  which  illustrate  the  problems  for 
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which  the  doctor  must  be  concerned  in  evalu- 
ating a prospective  wrestler: 

Absent  paired  organs,  such  as  a kidney  or  an 
eye,  which  leaves  the  remaining  co-organ  vul- 
nerable is  a reason  for  restriction  from  contact 
sports.  Undescended  testicle,  unless  satisfac- 
torily repaired  surgically,  fits  into  this  same 
category. 

Acute  infections  such  as  mono,  hepatitis,  rheu- 
matic fever,  boils,  and  impetigo  are  sufficient 
reasons  for  disqualification  from  all  forms  of 
athletics  until  recovery  has  occurred. 

Bleeding  tendencies  which  might  be  triggered 
by  athletic  injuries  are  cause  for  disqualifica- 
tion from  any  contact  sport. 

Convulsive  disorders  not  completely  controlled 
by  medication  are  a cause  for  disqualification 
from,  sports  in  which  an  injury  hazard  exists. 

Diabetes  that  is  poorly  controlled  is  cause  for 
exclusion  from  sports  until  such  time  as  proper 
control  has  been  achieved. 

Emphysema  and  asthma  are  cause  for  dis- 
qualification in  those  sports  involving  endur- 
ance and  prolonged  exertion. 

Enlarged  liver  or  spleen  is  reason  for  restric- 
tion with  respect  to  contact  sports  because 
trauma  to  either  of  these  organs  could  lead  to 
rupture  or  other  serious  consequence. 

Heart  Disease  of  sufficient  severity  to  restrict 
activity  is  definitely  a cause  for  exclusion  from 
strenuous  sports. 

Hernia  in  any  location  is  a reason  for  restric- 
tion from  all  but  the  mildest  forms  of  sport 
until  the  condition  is  repaired  and  healed. 

Hypertension,  or  elevated  blood  pressure,  with 
defects  in  the  structure  or  function  of  the 
circulatory  system,  is  a reason  for  exclusion 
from  vigorous  sports. 

Physical  immaturity  measured  against  other 
competitors  should  bar  a boy  from  contact 
sports  for  his  own  protection. 

Previous  injury,  such  as  repeated  concussions, 
is  a cause  for  disqualification  from  contact 
sports. 

Previous  surgery  on  the  head  or  spine  is  a 
reason  for  restriction  from  contact  sports. 

Renal  disease  with  defects  in  kidney  structure 
or  function  is  a valid  reason  for  exclusion  from 
sports. 


Severe  myopia,  or  near-sightedness,  is  a cause 
for  disqualification  from  contact  sports  as  a 
protection  to  both  the  individual  and  other 
participants. 

Structural  abnormalities  of  the  muscular  or 
skeletal  systems  are  cause  for  restriction  from 
sports  in  which  they  would  be  aggravated  by 
the  activity  or  subject  the  player  to  unusual 
risk. 

Tuberculosis,  active  or  under  treatment,  is  a 
disqualifying  condition  with  respect  to  all 
sports. 

QUITE  A UIST ! AND  YET,  MANY 
SCHOOUS,  COACHES,  AND  PARENTS  RE- 
QUEST THAT  WE  PHYSICIANS  MEREUY 
CHECK  TO  SEE  IF  THE  STUDENT  IS 
WARM,  AND  THEN  SIGN  ON  THE  DOTTED 
FINE!! 

IV.  WHAT  IS  OPTIMUM  WEIGHT, 

AND  WHO  DECIDES 

State  High  School  Athletic  Associations,  fol- 
lowing the  recommendations  of  the  NCAA 
Wrestling  Rules  Committee,  should  be  the  lead- 
ers in  developing  the  proper  weight  condition- 
ing program  for  their  state,  and  should  see 
that  lectures  on  the  hazards  of  weight  reduc- 
tion are  conducted  at  coaching  clinics.  They 
should  also  see  that  school  administration, 
family  or  school  physician,  wrestling  coach, 
parent  and  athlete  are  all  involved  in  estab- 
lishing certified  minimum  weight.  Take  a look 
at  the  parents — a quick  look  may  give  you  a 
good  idea  of  the  potential  product  you  are 
working  with ! 

One  rule  of  thumb  used  to  find  the  wrest- 
ler’s optimum  weight  goes  as  follows : Pinch  the 
skin  on  the  forehead  at  the  outer  upper  area 
above  the  eye  and  compare  its  thickness  to  the 
skin  fold  over  the  abdomen  and  over  the  back  of 
the  upper  arm.  They  should  be  approximately 
the  same,  an  average  of  6-8  millimeters  (rough- 
ly Vt  to  Ys  of  an  inch)  in  thickness.  Admittedly 
a rough  estimate,  this  is  one  suggested  guide- 
line for  getting  the  athlete’s  body  fat  down  to 
an  ideal  5-7  percent  of  body  weight. 

Another  method  used  to  decide  upon  opti- 
mum body  weight  is  the  HAUU  METHOD, 
named  after  D.  M.  Hall,  a former  University 
of  Illinois  extension  worker,  who  devised  this 
test  in  the  1940s  to  test  the  physical  fitness  of 
4-H  club  members.  This  method  involves 
measuring  a boy’s  height,  chest  width,  chest 
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depth,  hip  width  and  thigh  circumference. 
These  measurements  are  then  applied  to  a 
formula  that  determines  what  the  boy’s  ideal 
weight  should  be.  Dr.  Charles  M.  Tipton,  a 
University  of  Iowa  researcher,  has  done  a 
study  of  Iowa  high  school  wrestlers  using  this 
method,  and  he  states  the  results  look  promis- 
ing and  he  hopes  that  a solution  is  forthcoming 
in  this  most  perplexing  evaluation.  All  a school 
needs  for  a Hall  Method  Test  is  a calipers  (the 
cost  of  two  basketballs),  a scale  and  a steel 
tape  measure. 

Currently,  the  South  Dakota  regulations  used 
to  certify  weight  include:  a.  actual  weight 
when  first  reporting  for  practice ; b.  actual 
weight  at  the  time  of  examination,  which  can- 
not be  before  1 November,  and ; c.  boy’s  age, 
height  and  bone  structure.  ARE  WE  DOING 
ENOUGH? 

V.  HOW  TO  GET  THERE 
(JOIN  THE  P.T.A.) 

The  recommended  method  of  getting  a 
wrestler  down  to  optimum  weight  is  two-fold: 
HARD  WORK  AND  A BALANCED  DIET. 
Some  athletes  jokingly  refer  to  it  as  belonging 
to  the  P.T.A.  (PAIN,  TORTURE  AND 
AGONY!).  Dr.  Cooper  suggests  starting  the 
conditioning  program  at  least  5 or  6 weeks 
before  finally  deciding  the  athlete’s  wrestling 
weight.  I believe  that  South  Dakota  currently 
allows  four  (4)  weeks  of  practice  before  estab- 
lishing minimum  weight. 

There  are  two  main  sources  of  weight  which 
can  be  removed  from  the  human  body — BODY 
FAT,  AND  FLUID.  Dr.  Stanley  W.  Henson 
Jr.  of  Fort  Collins,  Colorado,  a surgeon  and 
former  NCAA  wrestling  champion  at  Okla- 
homa State  University,  urges  coaches  to  avoid 
the  two  main  hazards  of  improper  weight  re- 
duction: RAPID  LOSS  OF  DEPOT  FAT,  AND 
DEHYDRATION. 

First,  depot  fat  is  stored  fat  and  therefore 
must  be  considered  excess  weight  for  the  ath- 
lete. It  is  utilized  by  the  body  too  slowly  to 
be  useful  during  an  athletic  contest,  but  can 
be  eliminated  almost  entirely  from  the  body  if 
done  properly,  which  is  the  reason  for  the 
suggested  weight  loss  of  2-5  pounds  per  week 
during  conditioning.  Rapid  loss  of  depot  fat 
causes  acidosis  and  electrolyte  imbalance  in 
the  body.  Weight-conscious  athletes  have  been 
encouraged  to  eat  proteins  and  avoid  carbo- 
hydrates. I generally  agree  with  this  premise ; 
however,  a protein  diet  may  cause  increased 


urine  output,  which,  coupled  with  over-salting, 
may  push  the  athlete  into  dehydration  and  loss 
of  weight  beyond  safe  limits. 

Second,  body  fluid  is  not  excess  weight ! The 
diffusion  of  gases  in  tissues  and  the  transfer 
of  food  and  energy  depends  upon  a delicate 
balance  between  the  fluids  and  the  electrolytes 
of  the  body.  Dehydration  beyond  3-4  percent 
of  body  weight  generally  results  in  electrolyte 
imbalance.  The  more  this  balance  is  disturbed, 
the  less  efficiently  the  wrestler  will  perform 
and  the  longer  it  will  take  to  re-establish  a 
proper  balance.  Compare  it  to  a hangover  if 
you  will ! 

Dehydration,  then,  seems  to  be  more  serious 
than  moderate  withholding  of  food,  suggesting 
the  possibility  of  the  need  for  tests  for  water 
and  or  electrolyte  imbalance.  For  example,  a 
daily  urine  output  of  750  to  1000  milliliters  (a 
quart  or  slightly  less)  might  represent  a stan- 
dard for  adequate  fluid  intake. 

Banning  of  steam  baths  and  heats  lamps  has 
been  suggested,  but  according  to  studies  by 
Dr.  Kroll,  no  major  difference  has  been  estab- 
lished between  sauna  baths  and  cross-country 
running  as  a means  of  producing  sweating.  This 
is  not  to  condone,  however,  the  use  of  steam 
baths  and  rubber  sweat  suits. 

VI.  HOW  TO  STAY  THERE 

Once  the  boy  is  conditioned  and  his  weight 
stabilized,  he  should  not  be  pulled  down  further 
to  wrestle  at  a lower  weight.  If  one  man  is  un- 
able to  participate  in  a match,  it  is  better  for 
the  man  below  him  to  move  up  a weight.  To 
my  knowledge,  in  South  Dakota  once  minimum 
weight  has  been  established,  he  cannot  com- 
pete at  a lower  weight,  which  is  as  it  should  be. 
It  is  also  desirable  to  try  to  keep  the  boys  from 
bouncing  a great  deal,  and  to  do  this  they  have 
to  be  within  2 or  3 pounds  of  flat  weight.  If 
not,  they  will  not  qualify  for  the  majority  of 
their  matches  during  the  season.  Only  a few 
coaches  and  wrestlers  avoid  hard  work  and 
resort  to  a “gimmick”  such  as  total  starvation 
for  a few  days,  along  with  total  dehydration, 
to  make  a specific  weigh-in.  These  measures 
are  to  be  deplored ! 

VII.  ALLOW  FOR  GROWTH 

Weight  reduction  practices  among  high 
school  youngsters  may  have  far  more  implica- 
tions because  of  the  growth  and  maturation 
factors  than  do  such  practices  at  the  college 
level.  It  is,  therefore,  important  that  any  col- 
lege wrestler  who  aspires  to  coach  high  school 
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wrestling  become  aware  of  this  difference. 
This  caution  was  offered  by  Finn  B.  Ericksen, 
Director  of  Health  and  Physical  Education, 
Waterloo,  Iowa  Public  Schools,  and  a member 
of  the  NCAA  Wrestling  Rules  Committee. 
Coach  Warren  Williamson  of  SDSU  is  also  on 
this  committee. 

Most  high  school  wrestlers  are  still  growing; 
proper  nutrition  is  essential ; and  weight  con- 
trol programs  must  allow  for  normal  growth 
during  the  season.  Most  state  high  school  pro- 
grams now  allow  some  weight  increase.  South 
Dakota  allows  for  two  additional  pounds  dur- 
ing January  and  one  pound  more  during  Febru- 
ary. Iowa,  for  example,  unless  they  have 
changed  very  recently,  allows  two  pounds  in 
December,  two  in  January  and  two  more  pounds 
in  February.  Also,  states  vary  as  to  the  time 
of  weigh-in,  so  a boy  may  weigh  in  during  the 
morning  hours  and  weigh  several  pounds  more 
by  mat  time  in  the  evening.  Some  states  have 
a physician  determine  the  wrestler’s  weight 
assignment  and  supervise  the  enforcement  of 
the  rules.  This  is  not  the  case  in  South  Da- 
kota, and  I am  not  sure  that  it  is  a necessity. 

One  word  regarding  the  12  weight  classifica- 
tions as  established  by  the  National  Collegiate 
and  Interscholastic  Wrestling  Rules  Committee: 
It  is  possible,  according  to  Mr.  Ericksen,  that 
these  weight  classifications  may  have  to  be  re- 
viewed due  to  the  changing  growth  pattern 
of  today’s  youth.  As  you  are  aware,  many 
schools  are  unable  to  fill  their  team  due  to  a 
lack  of  men  in  the  lighter  weight  classes. 

VIII.  DID  IT  HURT  HIM 

There  is  a clear  cut  need  for  fact-finding- 
studies  on  the  incidence  and  magnitude  of 
weight  reduction  practices  in  wrestlers  and 
their  effect  on  athletic  performances  and 
health.  Dr.  Kroll,  mentioned  earlier  in  this 
paper,  states,  “If  there  is  one  thing  we  can 
agree  on,  it  is  that  EXCESSIVE  weight  reduc- 
tion in  wrestling  is  both  potentially  harmful 
and  an  undesirable  practice.  But  if  there  is  one 
thing  we  will  have  trouble  agreeing  upon,  it  is 
what  constitutes  EXCESSIVE.” 

Research,  both  in  athletes  and  non-related 
groups,  has  produced  contradictory  results. 
Studies  of  American  Prisoners  of  War  in  WWII 
showed  physical  deterioration  and  abrupt  de- 
crease in  longevity  during  the  first  year  of 
internment — but  reversal  of  most  of  these 
signs  following  release.  Malnutrition  in  Jap- 
anese school  children  during  the  war  caused  a 


six-month  retardation  in  stature  and  weight; 
yet,  with  resumption  of  adequate  diet,  these 
children  regained  and  progressively  exceeded 
pre-war  standards. 

Recent  studies  of  10-day  starvation  tests  in 
obese,  moderately  obese,  and  “normal”  indi- 
viduals showed  little  impairment  of  perform- 
ance, which  included  routine  duties  plus  a two 
mile  walk  daily. 

Growth  data  on  99  high  school  wrestlers, 
of  which  50  were  weight  cutters  (that  is,  losing 
5 percent  or  more  body  weight  during  the  sea- 
son) were  analyzed.  Both  groups  remained 
ahead  of  normal  growth  curves  established  by 
the  Wetzel  Grid  and  were  superior  to  norms 
for  weight  on  the  Meredith  scales.  There  was 
no  difference  between  the  two  groups  in  growth 
failures,  and  where  such  a failure  was  sug- 
gested, recovery  and  ahead-of-normal  progress 
generally  occurred  after  the  season. 

A study  of  South  Dakota  Class  B and  Class 
A wrestling  champions  and  runners-up  for  the 
year  1970  revealed  an  average  weight  loss  of 
5.7  percent  of  their  original  weight;  this  is 
certainly  within  reasonable  limits.  The  range 
of  weight  loss  was  from  0 percent  to  12.5  per- 
cent, the  latter  figure  too  high  for  a lighter 
wrestler  but  within  the  acceptable  range  for  a 
heavier  boy  who  may  have  been  adding  weight 
to  anchor  the  line  in  football.  To  date,  no  fol- 
low-up studies  have  been  done  to  assess  their 
current  athletic  performance  and  health,  but 
many  of  them  are  now  competing  in  college 
athletic  programs,  both  in  this  state  and  else- 
where. I think  a follow-up  study  of  this  nature 
would  make  a good  term  paper  or  thesis  report. 

The  question  has  been  asked,  “If  the  abuses 
and  evils  of  excessive  weight  reduction  are  so 
serious  and  widespread,  shouldn’t  there  be 
some  evidence  of  residual  injury?”  Growth  and 
development  should  exhibit  retardation ; physi- 
cal fitness  levels  should  deteriorate  over  a com- 
petitive season ; successful  high  school  wrest- 
lers should  be  so  badly  debilitated  they  fail  in 
college  wrestling;  college  wrestlers  should  ex- 
hibit emaciation,  weakness,  and  fragility;  and 
the  sport  should  be  withering  away  via  calam- 
itous drops  in  the  number  of  participants. 
SUCH,  HOWEVER.  DOES  NOT  SEEM  TO  BE 
THE  CASE ! 

IX.  THE  COACH— THE  KEY 

In  this  welter  of  uncertainties,  the  person 
best  able  to  prevent  obvious  abuses  in  weight 
reduction  is  the  wrestling  coach.  It  has  been 
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recognized  that  there  are  a few  coaches  who 
will  go  to  any  length  to  win,  including  starving 
his  wrestlers  so  they  can  compete.  Most  coach- 
es of  interscholastic  wrestling,  however,  WANT 
WHAT  IS  BEST  FOR  THE  INDIVIDUAL  BOY 
UNDER  HIM.  AND  WOULD  BE  MORE 
THAN  THRILLED  TO  HAVE  A SIMPLE, 
EASY-TO-APPLY  RULE  OF  THUMB  IN 
HANDLING  THESE  PROBLEMS.  Rules  can 
be  passed,  but  only  the  ethics  of  the  coach  can 
truly  enforce  both  the  letter  and  the  spirit  of 
the  rules. 

State  High  School  Athletic  Associations  have 
been  urged  to  develop  certification  standards 
for  coaches  in  wrestling  and  other  sports,  to 
insure  a truly  professional  frame  of  reference 
toward  their  coaching  responsibility. 

A nationwide  survey  about  five  years  ago 
suggests  that  only  one  in  four  high  school 
wrestling  coaches  has  earned  a varsity  wrest- 
ling letter  in  high  school,  and  only  one  in  three, 
a varsity  letter  in  college  wrestling.  Of  six 
sports  surveyed,  only  track  surpassed  -wrestling 
in  the  number  of  coaches  without  an  under- 
graduate degree  in  physical  education.  At  the 
time  of  the  survey,  only  Minnesota  required 
anything  but  a teaching  certificate  for  coaches. 

X.  CONCLUSION 

I CONCLUDE  THAT  THE  PATH  TO  THE 
MOON  MAY  BE  MORE  CLEAR  THAN  THE 
PATH  TO  PROPER  WEIGHT  CONDITION- 
ING IN  WRESTLING!! 

XI.  CLOSING 

In  closing,  please  allow  me  to  read  to  you 
THE  BILL  OF  RIGHTS  for  the  SCHOOL  and 
COLLEGE  ATHLETE,  developed  by  the  Com- 
mittee on  the  Medical  Aspects  of  Sports  of  the 
AMERICAN  MEDICAL  ASSOCIATION: 

THE  BILL  OF  RIGHTS  FOR  THE 
SCHOOL  AND  COLLEGE  ATHLETE 

Participation  in  athletics  is  a privilege  in- 
volving both  responsibilities  and  rights.  The 
athlete  has  the  responsibility  to  play  fair,  to 
give  his  best,  to  keep  in  training,  to  conduct 
himself  with  credit  to  his  sport  and  his  school. 
In  turn  he  has  the  right  to  optimal  protection 
against  injury  as  this  may  be  assured  through 
good  technical  instruction,  proper  regulation 
and  conditions  of  play,  and  adequate  health 
supervision.  Included  are: 

Good  Coaching: 

The  importance  of  good  coaching  in  protect- 


ing the  health  and  safety  of  athletes  cannot  be 
minimized.  Careful  conditioning  and  tech- 
nical instruction  leading  to  skillful  performance 
are  significant  factors  in  lowering  the  incidence 
and  decreasing  the  severity  of  injuries.  Also, 
good  coaching  includes  the  discouragement  of 
tactics,  outside  either  the  rules  or  the  spirit  of 
the  rules,  which  may  increase  the  hazard  and 
thus  the  incidence  of  injuries. 

Good  Officiating: 

The  rules  and  regulations  governing  ath- 
letic competition  are  made  to  protect  players 
as  well  as  to  promote  enjoyment  of  the  game. 
To  serve  these  ends  effectively  the  rules  of  the 
game  must  be  thoroughly  understood  by  play- 
ers as  well  as  coaches  and  be  properly  inter- 
preted and  enforced  by  impartial  and  tech- 
nically qualified  officials. 

Good  Equipment  and  Facilities: 

There  can  be  no  question  about  the  protec- 
tion offered  by  proper  equipment  and  right  fa- 
cilities. Good  equipment  is  now  available  and 
is  being  improved  continually ; the  problem  lies 
in  the  false  economy  of  using  cheap,  worn  out, 
outmoded,  or  ill-fitting  gear.  Provision  of 
proper  areas  for  play  and  their  careful  main- 
tenance are  equally  important  . 

Good  Health  Supervision  . . . 

Including : 

First  ...  a thorough  preseason  history  and 
medical  examination.  Many  of  the  sports 
tragedies  which  occur  each  year  are  due  to  un- 
recognized health  problems.  Medical  contra- 
indications to  participation  in  contact  sports 
must  be  respected. 

Second  ...  a physician  present  at  all  con- 
tests and  readily  available  during  practice  ses- 
sions. It  is  unfair  to  leave  to  a trainer  or  coach 
decisions  as  to  whether  an  athlete  should  re- 
turn to  play  or  be  removed  from  the  game  fol- 
lowing injury.  In  serious  injuries  the  avail- 
ability of  a physician  may  make  the  difference 
in  preventing  disability  or  even  death. 

Third  . . . medical  control  of  the  health  as- 
pects of  athletics.  In  medical  matters,  the 
physician’s  authority  should  be  absolute  and 
unquestioned.  Today’s  coaches  and  athletic 
trainers  are  happy  to  leave  medical  decisions  to 
the  medical  profession.  They  also  assist  in  in- 
terpreting this  principle  to  students  and  the 
public. 
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South  Dakota  Medical  School 

endowment 

association 

is  a non-profit  corporation  established  to  assist  the 
School  of  Medicine  at  the  University  of  South  Dakota 
in  many  ways.  Student  loans  have  been  the  main  ac- 
tivity for  many  years.  However,  an  Alumni  Office  is  be- 
ing established  by  the  Endowment  Association  to  main- 
tain communication  between  graduates  of  the  School 
and  their  friends  and  associates. 

Your  continued  support  of  the  Endowment  Association 
will  help  to  strengthen  the  Medical  School  by  inform- 
ing interested  individuals  in  South  Dakota  and  through- 
out the  country  of  plans,  progress  and  performance. 

Contributions  may  be  sent  to 

South  Dakota  Medical  School 
Endowment  Association 
711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota  57104 


36 


SOUTH  DAKOTA 


LIBRARY  FOR  BLIND 
SERVES  TWO  STATES 

The  South  Dakota  State  Library’s  Library 
for  the  Blind  and  Physically  Handicapped  has 
extended  its  services  to  North  Dakota  handi- 
capped readers  through  a contract  with  the 
North  Dakota  State  Library.  This  joint  use 
of  one  library  resource  has  allowed  both  states 
to  increase  their  services  to  the  handicapped 
without  increasing  costs. 

For  the  first  time,  BLIND  readers  have  a full 
professional  librarian  to  serve  them;  Miss 
Jannette  Sharp,  a recent  graduate  of  the  Uni- 
versity of  Oklahoma’s  School  of  Library  and 
Information  Science,  has  recently  begun  her 
work  at  the  library. 

Any  person,  who  cannot  hold  a book  and  read 
it  because  of  a physical  or  visual  disability, 
may  use  this  service.  It  is  the  only  mail  order 
service  that  goes  through  the  mails  without 
charge.  The  “talking  books”  are  provided 
South  Dakota  by  the  Library  of  Congress  in 
Washington  and  come  in  record  or  tape  form. 
The  Library  of  Congress  also  provides  each 
reader  with  a record  or  tape  player.  The  books 
also  come  in  Braille.  Contacts  for  provision 
of  this  service  may  be  made  to  the  South  Da- 
kota State  Library  in  Pierre  (57501)  or  to  the 
South  Dakota  Service  to  the  Visually  Impaired 
also  in  Pierre  (57501). 


PRACTICAL  OTOLARYNGOLOGY 

FOR  THE  GENERALIST 

November  3,  1973 
Judd  Hall,  Mayo  Building, 
Rochester,  Minnesota 

Registration  Fee:  $25 

Registration  forms  and  additional  informa- 
tion may  be  obtained  by  contacting: 

Postgraduate  Courses 
Mayo  Clinic-Mayo  Foundation 
Rochester,  Minnesota  55901 


THIRD  ANNUAL  PEDIATRIC 
PULMONARY  COURSE 

January  22-24,  1974 

Louisiana  State  University  Medical  Center 
New  Orleans,  Louisiana 

Additional  information  may  be  obtained  by 
contacting: 

W.  Findley  Raymond,  Executive  Director 
American  Lung  Association  of  Louisiana 
333  St.  Charles  Avenue,  Suite  1504 
New  Orleans,  LA  70130 
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Two  forms  of  Cordran 


Flurandrenolide 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


24  in. 
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^sl??#3B*0dy  experiences  psychic  tension. 
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Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 

C' 

(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
I when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
i tolerated  (see  Dosage),  f or  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
oatients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  contusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. ) 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients : 2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: ) 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 

SIXTY-TWO  YEAR  OLD  WOMAN  WITH  CHIEF  COMPLAINT 
OF  PAIN  IN  LOWER  LEGS  AND  SHOULDERS 
OF  SEVERAL  YEARS  DURATION 

Herbert  Salon m,  M.D.  John  F.  Barlow,  M.D.,  FGAP* ** 

Intern-Discusser  Pathologist-Editor 


Case  No.  72-4173 

This  62-year-old  Caucasian  female  was  admitted  to 
Sioux  Valley  Hospital  with  a chief  complaint  of  pain  in 
the  lower  legs  and  shoulders  of  two  years  duration. 

The  patient  was  first  seen  3 '/2  years  prior  to  admis- 
sion because  of  severe  clubbing:  of  the  fingers  and  a 
minimal  shadow  along  the  left  side  of  the  upper 
mediastinum  on  chest  x-ray.  She  had  very  few  pul- 
monary symptoms  at  that  time.  A scalene  node  biopsy 
on  the  left  revealed  sinus  histiocytosis  without  evidence 
of  malignancy.  Acid  fast  and  fungus  stains  were  also 
done  and  were  negative.  Since  that  time  the  patient 
had  been  followed  with  periodic  x-rays  and  the  shadow 
in  the  left  upper  lung  field  showed  gradual  enlarge- 
ment. There  was  some  morning  cough,  but  this  was  not 
productive  or  severe.  There  were  no  chills  or  fever 
and  shortness  of  breath  was  present  only  on  severe 
exertion.  The  patient’s  appetite  had  remained  normal 
and  she  had  gained  15-20  pounds  in  weight  over  the 
last  three  years.  The  patient  did  not  smoke.  There 
was  no  history  of  wheezing  or  night  sweats.  The  club- 
bing of  the  fingers  previously  mentioned  had  not 
changed  since  the  original  development  approximately 
3 years  prior  to  admission.  She  did  have  pain  about 
the  ankles,  knees  and  shoulders  relieved  by  aspirin. 

The  patient’s  father  had  died  at  68  of  an  asthmatic 
condition.  There  was  a family  history  of  a brain  tumor. 
The  patient  had  had  no  previous  illness  or  operations 
or  hospitalizations  other  than  previously  mentioned. 
The  patient  had  not  been  out  of  the  South  Dakota  area 
and  the  only  medication  she  was  taking  was  aspirin 
for  her  arthritic  symptoms'. 

Physical  examination  revealed  a well-developed,  well- 
nourished  62-year-old  woman  who  was  somewhat  men- 
tally sluggish.  Weight  138  lbs.,  height  5'4",  pulse  92/ 
minute  and  regular,  respirations  20/minute  and  regu- 
lar, temperature  98.4°F.,  blood  pressure  90  systolic 
over  70  diastolic.  Examination  of  the  head  and  neck 
was  unremarkable  except  for  false  teeth.  The  trachea 
seemed  only  slightly  deviated  to  the  left.  Examination 
of  the  chest  revealed  some  asymmetry  to  movement 
of  the  chest.  The  right  side  moved  considerably  more 
than  the  left.  There  were  no  rales  or  wheezes  or  ab- 
normalities' to  percussion.  There  was  marked  clubbing 
of  the  fingers  and  toes  with  large  bulbous  enlarge- 
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ment  of  every  distal  digit.  The  patient  was  not  notice- 
ably cyanotic.  The  heart  was  not  enlarged.  There  was 
a soft  systolic  murmur  heard  over  the  left  chest. 
Examination  of  the  abdomen  revealed  no  spasm,  tender- 
ness, or  palpable  organs  or  masses.  Pelvic  and  rectal 
examinations  were  unremarkable.  Examination  of  the 
extremities  showed  the  clubbing  described  above  and 
tenderness  about  the  ankles.  Peripheral  pulses  were 
good.  A neurologic  examination  was  unremarkable. 

X-RAY  DATA:  Chest  films  showed  a massive  den- 
sity roughly  6 cm.  in  extent  apparently  arising  from 
the  left  upper  hilar  area  with  peripheral  strand  density 
extending  laterally  and  superiorly  into  the  left  upper 
lobe.  At  least  some  margins  of  the  density  appeared 
quite  sharply  defined.  There  was  also  a triangular  zone 
of  density  corresponding  to  the  location  of  the  upper 
portion  of  the  oblique  tissue.  The  right  lung  field  was 
clear.  The  heart  was  not  unusual.  Laminogram  of 
the  left  upper  lobe  showed  no  unusual  calcification  in 
the  mass.  There  was  a branching  shadow  overlying 
the  mass  about  13cm.  from  the  posterior  thoracic  wall. 
This  was  interpreted  as  a possible  large  branching 
blood  vessel  extending  into  the  lesion.  A possibility 
of  an  arteriovenous  fistula  was  suggested. 


PULMONARY  FUNCTION  DATA: 


BEFORE 

AFTER 

BRONCHO- 

BRONCHO- 

DILATOR 

DILATOR 

tidal  volume 

100%  pre- 

150% pre- 

dicted 

dicted 

inspiratory  reserve  volume 

85% 

78% 

expiratory  reserve  volume 

61% 

66% 

vital  capacity 

79% 

65% 

inspiratory  capacity 

88% 

88% 

functional  residual  capacity 

65% 

50% 

residual  volume 

68% 

63% 

total  lung  capacity 
force  expiratory  volume 

73% 

73% 

at  0.5  seconds 

41% 

45% 

at  1 second 

64% 

71% 

at  2 seconds 

83%  pre- 

94% pre- 

dicted 

dicted 

at  3 seconds 

92% 

98% 

total 

100% 

100% 

maxima]  voluntary  ventilation  39% 

108% 

oxygen  uptake 

592mm/ 

533mm/ 

arterial  blood  gases 

minute 

minute 

pH 

7.47 

7.48 

pC09 

3 7 m m II  g 

36mmHg 

C09content 

27meq/L 

27meq/L 

pO.‘ 

56meq/L 

51mmHg 

o.r 

90% 

88% 
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LABORATORY  DATA:  Urinalysis  - yellov/,  clear, 

specific  gravity  1.007,  pH  5.0,  negative  for  protein, 
glucose,  ketone  bodies,  bile  hemoglobin.  Microscopic 
0-8  wbc/hpf,  0-2  rbc/hpf,  no  casts.  Hemoglobin  12.0 
gms/dl,  red  count  4.15  million/mm3,  hct.  47  vols/dl, 
mean  corpuscular  hemoglobin  29  micromicrograms, 
mean  corpuscular  volume  89  cubic  micra,  mean  cor- 
puscular hemoglobin  concentration  33%,  total  leuko- 
cyte count  9000/mm3  with  09%  segmented  neutrophils, 
1%  eosinophils,  29%  lymphocytes,  1%  mono- 
cytes. The  red  cells  appeared  normochromic, 
normocytic  and  the  platelets  were  adequate  on  smear. 
Skin  tests  for  coccidioidin,  blastomycin,  and  histoplas- 
min  were  negative.  A PPD  tuberculin  test  (Mantoux 
intermediate  of  5 tuberculin  units)  showed  no  indura- 
tion. Routine  sputum  cultures  grew  Candida  albicans 
in  moderate  amount  and  acid  fast  smears  and  cultures 
were  negative  on  numerous  occasions.  Sputum  pap 
smears  showed  cells  suspicious  for  malignancy  (Class 
III)  on  three  occasions.  Repeat  blood  gases  showed  a 
pH  7.50,  pCO-  29  mmHg,  CO  content  22  meq/L, 
pO-  60  mmHg,  O-  saturation  90%.  Bronchoscopy 
showed  an  essentially  normal  appearing  tracheobron- 
chial tree. 

DR.  HERBERT  SALOUM : I would  like  to  ask 

one  question.  Is  there  any  history  of  previous 
severe  pneumonia? 

*DR.  DORENCE  ENSBERG:  No. 

DR.  SALOUM:  I will  approach  this  case  from 

the  problem  oriented  point  of  view.  I have  this 
outlined  on  the  black  board  as  follows: 

PROBLEM:  Pain  in  lower  legs  and  shoulders 
for  2 years 

Subjective — pain;  morning  cough,  non- 
productive 

Objective — severe  clubbing  of  the  fingers 
and  toes,  tracheal  deviation, 
left  hilar  mass 

Assessment — Hypertrophic  osteoarthro- 
pathy 

Plan  diagnosis  of  pulmonary  mass 

Basically,  this  is  a woman  with  severe  pain 
in  the  lower  legs  and  a pulmonary  mass  of  two 
years  duration.  The  assessment  is  hypertrophic 
osteoarthropathy  and  the  plan  is  diagnosis  of  a 
pulmonary  mass. 

I think  we  will  have  to  spend  a little  bit  of 
time  on  how  to  attack  the  problem  of  diagnosis 
of  a pulmonary  or  hilar  mass.  In  discussing 
this  problem,  we  have  to  discuss  hypertrophic 
osteoarthropathy  or  Mari  e-Bamberger  syn- 
drome. This  is  characterized  by  clubbing  of  the 
fingers  and  toes,  chronic  periostitis  with  new 
bone  formation  at  the  distal  ends  of  the  long 
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bones,  and  joint  pain.  Usually  this  problem 
is  secondary  to  chronic  disease  elsewhere.  In 
past  years  it  has  been  due  to  suppurative  con- 
ditions such  as  bronchiectasis  but  now  that 
bronchiectasis  is  disappearing,  pulmonary  neo- 
plasms head  the  list  as  causes  of  hypertrophic 
osteoarthropathy.  Hypertrophic  osteoarthro- 
pathy may  appear  months  to  years  before  the 
symptoms  of  the  tumor.  The  following  is  a 
classification  of  some  tumors  that  may  cause 
hypertrophic  osteoarthropathy. 

1.  Pulmonary 

A.  Bronchogenic  carcinoma  (5-10%  of 
these  tumors) 

B.  Pleural  tumors 

C.  Bronchiectasis 

D.  Lung  abscess 

E.  Mediastinal  tumor 

2.  Cardiac 

A.  Cyanotic  heart  disease 

3.  Hepatic 

A.  Primary  biliary  cirrhosis 

4.  Gastrointestinal-diarrheal  diseases  such 
as  granulomatous  colitis  and  ulcerative 
colitis 

The  course  of  the  arthropathy  reflects  the 
activity  of  the  underlying  disease.  Since  the 
lady  in  our  protocol  has  not  had  much  change 
in  the  severity  of  her  symptoms  over  several 
years,  I will  assume  that  the  severity  of  her 
disease  is  not  changing  very  much. 

I have  some  notes  on  the  pathogenesis  of 
hypertrophic  osteoarthropathy.  I might  start 
out  by  saying  that  nobody  really  knows  what 
causes  this  condition.  These  include  chronic  in- 
fection and  tumor  which  I have  referred  to  pre- 
viously as  the  most  common  causes  of  this  con- 
dition before  antibiotics.  There  is  a possibility 
that  a toxin  is  absorbed  from  the  primary  focus 
of  infection  or  tumor.  The  third  cause  is  capil- 
lary stasis  caused  by  elevated  venous  pressure. 
Others  have  suggested  arterial  hypoxemia, 
local  hypoxemia  or  the  production  of  local  tox- 
ins formed  as  a result  of  circulatory  disturb- 
ance. Anterior  pituitary  overactivity  and  thy- 
roid underactivity  have  also  been  suggested.  I 
like  this  last  suggestion  the  best  which  is  the 
elaboration  of  a substance  which  stimulates 
osteoblasts  from  pleural  mesothelial  cells. 

The  primary  treatment  of  hypertrophic  os- 
teoarthropathy, of  course,  is  to  treat  the  under- 
lying disease,  but  you  can  also  treat  the  symp- 
toms. Simple  analgesics  work  very  well.  As- 
pirin relieved  this  patient.  Steroids  can  be  ef- 
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fective  and  I read  one  article  where  intrathor- 
acic  vagotomy  was  successful  in  approximately 
40%  of  the  patients. 

Now  let  us  return  to  the  diagnosis  of  the  left 
hilar  mass.  Subjective  symptoms  of  this  were 
nonproductive  cough  and  shortness  of  breath 
on  severe  exertion.  These  are  hard  to  evaluate 
as  I think  I suffer  from  that.  Under  objective 
findings  she  does  have  clubbing,  tracheal  de- 
viation to  the  left,  and  asymmetry  of  chest  ex- 
cursion. She  has  a systolic  heart  murmur 
which  apparently  did  not  radiate  and  a chest 
mass  with  vessels  leading  into  it.  She  has  three 
Class  III  sputum  pap  smears  and  negative 
sputum  cultures.  Her  pulmonary  function  tests 
do  suggest  that  she  may  have  an  arteriovenous 
shunt  but  I would  like  to  have  seen  what  the 
results  were  before  and  after  she  breathed 
100%  oxygen. 

DR.  ENSBERG:  I think  I can  give  you  that 

information.  During  her  last  admission  before 
breathing  oxygen,  her  pH  was  7.50,  pCCD  39 
mm  of  Hg,  CCD  content  29  meq/L,  POL.  60  mm 
of  Hg,  and  arterial  oxygen  saturation  93%. 
After  breathing  100%  oxygen  her  pH  was  7.48, 
pCCD  39  mm  of  Hg,  CCD  content  28  meq/L, 
PCD  144  mm  of  Hg,  and  oxygen  saturation 
99%. 

DR.  SALOUM:  This  does  not  prove  that  the 

patient  had  an  arteriovenous  shunt  but  sug- 
gests it  since  the  PCD  value  should  be  much 
higher  if  she  was  on  100%  oxygen.  The  patient 
has  negative  skin  tests  and  the  bronchoscopy 
was  negative.  The  urinalysis  and  complete 
blood  count  were  also  within  normal  limits. 

I guess  the  next  thing  to  do  is  see  the  x-ray. 

DR.  Barlow:  Unfortunately,  I do  not  have  the 

x-rays  prior  to  the  patients  last  admission 
which  are  quite  interesting.  She  had  numerous 
x-rays.  I do  have  the  x-rays  showing  the  fully 
developed  mass.  (The  previous  x-rays  were 
subsequently  located  and  are  demonstrated  in 
Figures  I-III). 

DR.  SALOUM:  I think  we  can  outline  the 

mass  here.  It  does  not  appear  encapsulated  and 
involves  this  area  in  the  left  upper  lobe.  (Fig- 
ure III) 

*DR.  D.  G.  ORTMEIER:  Is  it  a hilar  mass  or 

a pulmonary  mass? 

*Family  Physician,  Sioux  Valley  Hospital;  Clinical 

Faculty,  School  of  Medicine,  The  University  of  South 

Dakota. 


Figure  I 


Figure  II 


Figure  III 


Figure  I-III 

These  are  serial  chest  films  for  1969,  1970  and  1971. 
The  increasing  shadow  above  the  aortic  knob  shows  the 
progression  of  the  pulmonary  lesion. 
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DR.  SALOUM:  The  mass  started  out  in  the 

hilar  region  I believe. 

DR.  ENSBERG:  I will  read  to  you  the  report 

of  January  1,  1969.  “The  transverse  diameter 
of  the  heart  is  within  normal  limits  as  is  the 
pulmonary  vascularity.  Streaky  densities  are 
present  in  both  lower  lung  fields  which  prob- 
ably represent  old  fibrosis.  There  is  a small 
area  of  patchy  density  adjacent  to  the  aortic 
knob  which  may  represent  an  acute  process. 
The  lungs  are  otherwise  clear.  The  lungs  are, 
however,  moderately  expanded.  The  bones  are 
moderately  osteoporotic. 

Impression:  1.  Fibrosis  at  the  bases. 

2.  Minimal  infiltrates  in  the  up- 
per lung  fields  which  would 
appear  to  be  recent. 

3.  Possible  pulmonary  emphy- 
sema (refers  to  Figure  I). 

A film  taken  a week  later  is  read  as  showing 
changes  consistent  with  pulmonary  emphysema 
and  fibrosis.  Also  noted  is  a small  density  in 
the  left  upper  lung  field  which  has  not  in- 
creased in  size.  Additional  views  did  not  seem 
to  be  of  any  significant  help.”  For  further 
evaluation  tomography  of  this  area  was  sug- 
gested. 

DR.  SALOUM:  On  seeing  these  films,  I am 

confident  that  this  is  not  a mediastinal  but  a 
pulmonary  mass. 

*DR.  WARREN  L.  JONES:  Could  this  be  a 
posterior  mediastinum  mass? 

DR.  SALOUM:  I think  it  is  too  far  anterior. 

DR.  JONES:  I was  wondering  about  a neuro- 

genic tumor  of  the  posterior  mediastinum. 

DR.  SALOUM:  I think  it  is  too  far  anterior 

and  I also  think  that  it  is  not  well  encapsulated. 
I read  in  one  article  about  looking  for  a notch 
in  the  tumor  which  I think  may  be  here  and 
which  would  be  indicative  of  malignancy. 

DR.  BARLOW : 1 would  like  to  show  a picture 

of  the  patient’s  clubbing  (Figure  IV).  This 
clubbing  was  this  marked  when  the  patient  had 
only  an  equivocal  chest  x-ray. 

DR.  SALOUM:  I have  a very  long  differen- 

tial, but  whatever  this  case  is,  it  is  a very 
atypical  presentation.  I approached  this  as  a 

^'Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital; Associate  Dean,  School  of  Medicine,  The  Uni- 
versity of  South  Dakota. 


Figure  IV 


Note  the  severe  clubbing  with  obliteration  of  nail  angle 
and  bulbous  enlargement  of  distal  digits. 

differential  diagnosis  of  a pulmonary  mass  in 
an  adult.  First,  one  must  think  of  infection. 
One  possibility  would  be  an  old  staphylococcal 
pneumonia  v/ith  pneumatocele  formation.  She 
had  no  history  of  fever  or  chills  or  an  elevated 
white  count.  I also  don’t  know  whether  staphy- 
lococcal disease  with  a pneumatocele  would 
progress  over  a period  of  a year.  Lipoid  pneu- 
monia could  produce  this  picture  but  the  pa- 
tient has  no  history  of  nose  drops.  A patient 
with  bronchiectasis  or  tuberculosis  can  have  a 
lymph  node  erode  into  a bronchus  and  give 
something  that  looks  like  a pulmonary  mass. 
We  have  no  history  of  bronchiectasis  and  the 
bronchoscopy  was  negative.  Tuberculosis  is  un- 
likely even  though  this  is  an  upper  lobe  mass 
because  she  had  negative  skin  tests.  There  is 
no  calcification  on  the  x-ray.  There  is  no  clini- 
cal history  of  fever  or  chills  and  the  patient 
actually  had  weight  gain  instead  of  weight 
loss.  One  must  consider  all  of  the  mycotic  infec- 
tions. These  include  histoplasmosis  but  she  has 
no  calcification  on  the  chest  film  and  has  a 
negative  skin  test.  Coceidiodomycosis  has  more 
diffuse  involvement  and  the  patient  has  a nega- 
tive skin  test.  In  actinomycosis  the  patient  has 
empyema  and  draining  sinuses.  In  nocardiosis 
there  is  abscess  formation  and  calcification. 
She  has  a negative  skin  test  and  no  history  to 
suggest  blastomycosis.  Aspergillosis  usually 
has  multiple  lesions  and  she  does  not  have  that. 

DR.  BARLOW : I would  like  to  point  out  that 

skin  tests  for  tuberculosis  are  very  good  for 
ruling  out  that  disease  but  fungus  skin  tests 
are  notoriously  poor,  particularly  the  blastomy- 
cin  skin  test. 
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DR.  SALOUM:  We  should  consider  benign 

tumors  and  I think  these  are  to  be  seen  in 
younger  individuals  or  children.  Hamartoma 
would  be  more  circumscribed  and  have  cartil- 
age. Bronchial  adenoma  is  another  considera- 
tion but  she  had  a negative  bronchoscopy. 
Cylindroma  is  another  consideration  but  this  is 
simply  a type  of  bronchial  adenoma  and  should 
also  have  been  seen  on  bronchoscopy.  Lym- 
phomas should  certainly  be  a prime  considera- 
tion, but  she  had  been  gaining  weight  and  had 
a normal  blood  picture  and  had  a tumor  of 
three  years  duration.  I think  these  points  are 
against  lymphoma.  Also  I would  expect  more 
bilateral  involvement  if  this  were  enlargement 
of  hilar  lymph  nodes  by  lymphoma. 

Mediastinal  tumors  are  fairly  well  ruled  out 
by  the  x-rays  but  these  can  involve  the  lungs 
secondarily.  You  can  have  mediastinal  cysts 
and  thymomas  but  these  are  usually  encap- 
sulated and  in  a younger  age  group.  Medias- 
tinal thyroid  and  neurogenic  tumors  or  heman- 
gioma would  be  unlikely  in  this  lady. 

Malignant  tumor  of  the  lung  is  a much  more 
likely  consideration.  This  patient  was  ap- 
parently not  a cigarette  smoker.  Squamous  cell 
carcinomas  make  up  60%  of  malignant  lung 
tumors  and  are  usually  associated  with  cigar- 
ette smoking.  They  are  often  in  a central  lo- 
cation and  give  symptoms  early.  The  patient 
did  have  a somewhat  central  location  of  the 
tumor  but  she  does  not  have  terribly  many 
lung  symptoms  even  after  a three  year  period. 
Undifferentiated  carcinoma  (oat  cell  carcino- 
ma) make  up  20%  of  the  tumors.  These  usual- 
ly are  central  and  progressive  with  early  symp- 
toms and  early  metastases.  This  would  be  un- 
likely in  this  lady.  Bronehoalveolar  carcinoma 
is  usually  diffuse  or  multinodular  and  makes  up 
a small  percentage  of  lung  carcinoma.  I think 
this  is  unlikely  here.  There  are  usually  more 
pulmonary  symptoms  with  bronchorrhea.  Last- 
ly there  is  adenocarcinoma  which  makes  up 
25%  of  carcinomas  in  lungs.  This  may  occur 
either  centrally  or  peripherally.  She  does  not 
have  a very  typical  progression  for  adenocar- 
cinoma which  can  remain  clinically  silent  until 
distant  metastases,  but  this  course  is  a little 
long.  I think  whatever  she  has  it  is  an  atypical 
presentation,  but  I do  feel  that  she  has  a lung- 
carcinoma.  However,  the  gradual  enlargement 
of  this  unencapsulated  mass,  the  absence  of  cal- 
cification, and  perhaps  this  notch  sign,  which  I 
think  I see,  would  indicate  a malignancy.  The 
thing  that  really  sways  me  is  that  she  had  three 


positive  sputum  pap  smears.  I think  one  thing 
that  I learned  from  surgery  was  that  if  you 
have  negative  sputum  paps,  you  pay  no  atten- 
tion to  them.  However,  when  you  have  a posi- 
tive sputum  pap,  you  had  better  look  pretty 
carefully.  A negative  bronchoscopy  certainly 
does  not  rule  out  a pulmonary  malignancy.  I 
think  that  this  lady  was  operated  on  with  ten- 
tative diagnosis  because  I don’t  think  you  can 
make  the  diagnosis  from  the  information  we 
have  here.  I would  think  that  she  had  an  ex- 
ploratory thoracotomy.  She  could  have  had  a 
mediastinoscopy  but  I doubt  it. 

DR.  HERBERT  SALOUM’S  DIAGNOSIS 

/.  Adenocarcinoma  of  the  lung 

2.  Pulmonary  hypertrophic  osteoarthropathy 
secondary  to  above 

I might  add  that  one  reason  I asked  whether 
she  had  pneumonia,  was  that  pulmonary  adeno- 
carcinomas frequently  develop  in  lung  scars. 

DR.  BARLOW : This  was  a long  complicated 

case.  Many  people  saw  this  lady  and  I cannot 
go  into  all  the  things  that  happened  to  her.  Dr. 
Ensberg,  would  you  like  to  talk  a little  bit 
about  this  case  and  give  us  your  impression  and 
what  you  found  at  operation? 

DR.  ENSBERG:  Yes,  I think  that  this  is  a very 
interesting  case,  and  I think  that  it  is  an  ex- 
ample of  how  a patient  can  get  away  from  you. 
This  patient  was  followed  by  x-ray  but  didn’t 
really  get  operated  on  until  three  years  after 
her  first  symptoms.  I think  several  things  led 
us  astray.  One  was  that  the  process  in  the 
lung  waxed  and  waned  through  various  chest 
films  and  this  resulted  in  a long  delay.  To 
really  appreciate  this  case,  you  would  have  to 
read  the  entire  workup.  The  angiogram  showed 
definite  increased  vascularity  but  no  arterio- 
venous fistula.  I think  I would  like  to  point  out 
that  this  patient  did  have  marked  pain  in  the 
legs  and  shoulders,  which  responded  well  to 
aspirin  and  butazolidin.  She  actually  gained 
weight  over  this  period  of  time.  She  did  smoke 
earlier  in  life  but  not  much.  She  had  no  hemop- 
tysis and  had  no  fever  or  chills.  I think  some 
of  these  things  led  to  people  following  her  a 
little  too  long.  And  also  the  long  course  of  the 
disease  did  tend  to  rule  out  malignancy.  The 
operation  I did  was  a left  upper  lobectomy.  I 
dissected  a lymph  node  out  first  and  this  was 
reported  as  no  evidence  of  malignancy  by 
frozen  section. 
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Figure  V 

Cross  section  reveals  an  infiltrating  tumor. 


DR.  BARLOW : Here  is  a gross  picture  of  the 

resected  specimen  (Figure  V).  The  microscopic 
showed  that  this  was  a papillary  and  in  areas 
undifferentiated  adenocarcinoma.  The  lymph 
nodes  and  bronchial  resection  margins  were 
free  of  malignancy. 

FINAL  ANATOMIC  DIAGNOSES 

1.  Adenocarcinoma  of  the  lung. 

2.  Pulmonary  hypertrophic  osteoarthropathy 

DR.  ENSBERG:  In  follow-up  I might  men- 

tion that  this  patient’s  leg  pain  completely 
disappeared  without  medication.  She  did  well 
postoperatively  but  is  slightly  short  of  breath. 

*DR.  RAY  GRUBY : Did  this  tumor  have  an 

arteriovenous  fistula  ? 

DR.  BARLOW : No.  The  arteriogram  did  not 

show  it.  We  did  note  some  vascularity  in  the 
tumor  but  no  arteriovenous  fistula  on  patho- 
logic examination. 

DR.  ENSBERG:  One  other  important  thing 

I would  like  to  point  out  about  this  patient  was 
that  when  she  was  having  all  these  severe 
symptoms  of  leg  pain  which  bothered  her  most, 
she  had  a very  foggy  mental  picture.  This 
seems  to  have  cleared  considerably  also. 

DR.  BARLOW : The  patient  may  well  have  re- 

current symptoms  of  hypertrophic  osteoarthro- 
pathy should  her  neoplasm  recur.  I would  like 
to  discuss  a few  things  about  this  problem  of 
hypertrophic  osteoarthropathy. 

*Intern,  Sioux  Valley  Hospital. 


There  are  a group  of  clinical  pathological 
entities  which  have  several  features  in  com- 
mon but  also  significant  differences.  These  en- 
tities include  digital  clubbing  (acropaehy),  pul- 
monary or  secondary  hypertrophic  osteoarthro- 
pathy and  hereditary  pachydermoperiostosis. 

Hereditary  pachydermoperiostosis  is  trans- 
mitted as  an  autosommal  dominant  and  is 
characterized  by  digital  clubbing  of  the  fingers 
and  toes,  cylindrical  enlargement  of  the  distal 
portion  of  the  arms  and  legs  with  periosteal 
new  bone  formation  as  well  as  fibrous  tissue 
overgrowth  and  nonspecific  synovitis  with 
joint  complaints.  There  are  also  the  features 
of  hypertrophic  osteoarthropathy.  However,  in 
pachydermoperiostosis,  there  is  marked  thick- 
ening of  the  skin  of  the  face  and  sebaceous 
hyperplasia  giving  rise  to  coarse  fissuring  of 
the  brow,  thickening  of  the  face,  ptosis  from 
overgrowth  of  the  eyelids.  This  is  called  cutis 
verticis  gyrata  and  is  rare  in  hypertrophic  os- 
teoarthropathy. The  latter  condition  which  is 
often  called  secondary  pulmonary  hypertrophic 
osteoarthropathy  because  it  is  associated  with 
suppurative  or  neoplastic  lung  disease  is 
characterized  by  painful  joints  and  painful  tis- 
sue swelling  of  the  distal  extremities.  There 
is  digital  clubbing  and  periosteal  new  bone  in 
the  extremities.  The  symptoms  are  ameliorated 
if  the  lung  neoplasm  is  removed  and  recurs  if 
the  neoplasm  recurs.  Today  pulmonary  carcin- 
oma is  the  most  commonly  associated  neoplasm. 
Approximately  5%  of  lung  carcinomas  are  as- 
sociated with  this  syndrome.  However,  meso- 
theliomas and  mediastinal  schwannomas  and 
other  rare  intrathoracic  neoplasms  can  produce 
the  entity  including  bronchial  adenomas.  Gas- 
trointestinal neoplasms  including  tumors  of  the 
esophagus  and  stomach  and  even  carcinomas  of 
the  nasopharynx  have  been  associated  with  hy- 
pertrophic osteoarthropathy. 

Clubbing  of  the  fingers  and  toes  is  a more 
common  entity  and  is  part  of  the  above  syn- 
dromes but  may  occur  alone  as  a hereditary 
entity.  Clubbing  can  be  seen  secondary  to  a 
variety  of  intrathoracic  conditions  including 
lung  abscess,  bronchietasis  and  rarely  tuber- 
culosis. Isolated  digital  clubbing  secondary  to 
cyanotic  congenital  heart  disease  is  well  known 
but  also  has  been  described  secondary  to  ulcera- 
tive colitis,  chronic  liver  disease,  steatorrhea 
and  subacute  bacterial  endocarditis.  These  en- 
tities only  very  rarely  have  any  of  the  signs  or 
symptoms  of  hypertrophic  osteoarthropathy. 
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It  is  important  to  make  an  accurate  diagnosis  of 
clubbing.  This  can  be  done  if  one  remembers 
that  widening  of  the  digit  occurs  but  oblitera- 
tion of  the  angle  between  the  nail  and  the  rest 
of  the  finger  remains  the  essential  sign  for  the 
diagnosis  of  clubbing. 

The  actual  cause  of  either  simple  clubbing 
or  hypertrophic  osteoarthropathy  is  unknown. 
The  latter  occurs  in  dogs  and  other  animals 
often  with  metastatic  neoplasms.  This  is  in- 
teresting because  metastatic  disease  is  rarely 
associated  with  either  entity  in  humans.  Since 
in  both  humans  and  dogs  sections  of  the  vagus 
has  caused  regression  of  pulmonary  osteo- 
arthropathy, a neurogenic  mechanism  has  been 
postulated.  A humoral  cause  has  been  postu- 
lated in  cases  due  to  neoplasm  but  cross  circula- 
tion experiments  in  dogs  has  not  corroborated 
this.  Venoarterial  shunts  have  been  suggested 
because  of  the  association  of  clubbing  with 
cyanotic  congenital  heart  disease  and  pulmon- 
ary arteriovenous  fistulae.  Anastomosis  of  the 
left  pulmonary  artery  to  the  left  atrium  can 
cause  the  disease  in  dogs  but  many  diseases 
associated  with  clubbing  or  hypertrophic  osteo- 
arthropathy do  not  have  any  shunting.  Vaso- 
dilator material  (ferritin)  and  estrogens  (in 
cases  associated  with  liver  disease  or  preg- 
nancy) and  anoxia  have  been  suggested  as 
causative  factors.  Increased  peripheral  blood 
flow  as  a cause  has  been  suggested  in  hyper- 
trophic osteoarthropathy  and  exists  in  this 
entity.  However,  increased  peripheral  blood 
flow  does  not  occur  in  pachydermoperiostosis. 

DR.  JONES:  Do  the  pulmonary  surgeons  feel 

that  the  fibro-optic  bronchoscope  has  been  very 
helpful  in  diagnosing  pulmonary  neoplasms 
like  this? 

*DR.  ROBERT  NELSON:  It  sure  has.  I use 

it  in  conjunction  with  the  more  rigid  scope  but 
find  I can  see  things  which  I couldn’t  see  before 
much  better  with  the  fibro-optic  scope. 

**DR.  TOM  HENRY:  Is  there  a place  for 

mediastinoscopy  in  a patient  like  this? 

DR.  ENSBERG:  Not  in  this  particular  patient 

but  metiastinoscopy  is  very  helpful  in  making 
a diagnosis  of  inoperable  tumors  without 
thoracotomy  in  many  patients.  This  is  a rela- 
tively new  but  sometimes  very  helpful  pro- 
cedure. 

*Surgeon,  Sioux  Valley  Hospital;  Clinical  Faculty, 

School  of  Medicine,  The  University  of  South  Dakota. 
**Intern  in  Pathology,  Sioux  Valley  Hospital. 
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WE  HOPE  THIS  IS  NOT  NEEDED 


but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7350 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 
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DISEASE  CONTROL  PROGRAM 


by 

Jerome  Kern 
Public  Health  Assignee 
Communicable  Disease  Division 


I would  like  to  take  this  opportunity  to  thank 
all  of  the  physicians  and  their  staff  for  their 
cooperation  and  assistance  with  venereal 
disease  control  efforts. 

For  your  information  the  key  aspects  of  the 
Venereal  Disease  Control  Program  are  re- 
viewed : 

1.  Culture  Screening  of  females  of  child  bear- 
ing age. 

Because  80%  of  the  females  infected  with 
gonorrhea  are  asymptomatic,  we  would  like 
to  encourage  you  to  take  specimens  for  cul- 
ture on  all  females  of  child  bearing  age  who 
receive  pelvic  examinations.  The  State  De- 
partment of  Health  will  provide  Transgrow 
culture  media  free  of  charge  on  request. 

2.  Epidemiology 

Again,  because  80%  of  the  females  infected 
with  gonorrhea  are  asymptomatic,  it  is 
recommended  that  all  reported  male  gonorr- 
hea cases  be  interviewed  for  their  sex  con- 
tacts. Contacts  exposed  during  the  period 
one  month  prior  to  diagnosis  of  the  male 
should  be  referred  to  medical  examination 
and  appropriate  epidemiologic  treatment  ad- 
ministered. 

The  State  Department  of  Health  has  pro- 
gram specialists  who  are  specially  trained 
to  perform  confidential  interviews  and  con- 
tact follow-up. 

(Patients  reported  by  private  physicians  are 
never  contacted  without  specific  permission 
from  the  reporting  physician). 

3.  Venereal  Disease  Education  and  Information 

a.  VD  Control  personnel  work  with  com- 


munities and  schools  to  increase  VD 
awareness  and  knowledge.  It  is  recom- 
mended that  VD  education  in  schools  be- 
gin at  the  junior  high  level, 
b.  VD  Control  personnel  are  available  to  pro- 
vide VD  informational  programs  for  clinic 
and  hospital  staff.  (Medical  resource 
staffs  are  encouraged  to  assist  with  com- 
munity or  school  VD  educational  pro- 
grams.) 

4.  Professional  Fee 

To  assist  physicians  in  defraying  costs  for 
patients  who  are  unable  to  pay.  The  State 
Department  of  Health  will  pay  a maximum 
fee  of  $15  for  the  examination  and  treat- 
ment of  females  and  $9  for  males. 

5.  Legislation  Regarding  Treatment  of  Minors 
Legislation  became  effective  in  July  of  1971 
which  permits  physicians  to  examine  and 
treat  minors  for  venereal  diseases  without 
parental  consent  or  knowledge. 

6.  Recommended  Treatment  for  Gonorrhea 
Aqueous  Procaine  Penicillin  G remains  treat- 
ment of  choice. 

Parenteral — Men  or  Women — Aqueous  pro- 
caine penicillin  G,  4.8  million  units  intra- 
muscularly divided  into  at  least  two  doses 
and  injected  at  different  sites  at  one  visit, 
together  with  1 gram  of  oral  probenecid, 
preferably  given  at  least  30  minutes  prior 
to  the  injection. 

OR 

Oral  — Men  or  Women  — Ampicillin,  3.5 
grams,  with  probenecid,  1 gram,  adminis- 
tered simultaneously. 

Continued  on  page  28 
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DENT’S 
A G E 


I thought  you  would  like  to  see  this  letter  and 
hope  that  it  will  remind  you  that  this  may  very 
well  be  our  last  opportunity  to  develop  a degree 
granting  medical  school.  We  are  asking  many 
members  of  the  lay  public  to  assist  us,  and  I 
certainly  hope  you  will  do  your  part. 


Dear  Parents  of  past,  present,  and  future  medical  students  of  the 
University  of  South  Dakota  School  of  Medicine : 

The  day  of  greatest  import  in  a physician’s  life  is  the  day  of  entry  into  medical  school,  and 
well  it  should  be ! This  is  the  day  that  opens  abundant  opportunities  in  the  health  field  and  the 
personal  satisfaction  of  dedicating  one’s  career  to  making  life  better,  longer,  and  more  fruitful  for 
our  fellow  men  and  women. 

The  University  of  South  Dakota  School  of  Medicine  started  in  1907.  Since  then,  1,518  stu- 
dents have  been  graduated  from  the  two-year  school.  We  can  all  take  pride  in  our  state  for  this 
foresight  in  establishing  a two-year  medical  school  and  providing  an  opportunity  for  our  students 
to  enter  and  obtain  the  first  and  second  basic  science  years  of  training  before  transferring  to  an- 
other school  for  the  last  two  clinical  years.  It  has  served  our  state  and  students  well. 

But,  changes  have  been  occurring  that  threaten  the  existence  of  medical  education  for  South 
Dakota’s  young  people: 

1)  Other  medical  schools  have  increased  their  own  enrollments. 

2)  Other  schools  now  admit  almost  entirely  their  own  state  residents. 

3)  As  a result,  a very  minimal  number  of  South  Dakota  students  would  be  admitted  else- 
where as  first-year  students. 

4)  Transfer  openings  are  decreasing  for  South  Dakota  students  after  the  two  years  at  the 
University  of  South  Dakota. 

a)  Schools  have  increased  numbers  of  their  own  students. 

b)  Attrition  rate  is  very  low;  therefore,  fewer  openings. 

c)  United  States  citizens  of  foreign  medical  schools  now  can  transfer  to  the  U.S.A.  schools 
for  third  and  fourth  years. 

d)  Curricula  changes  make  it  more  difficult  to  meet  the  wide  variety  of  programs  in 
transfer  schools. 

5)  Compacts  with  other  schools  have  not  shown  promise  and  would  be  a temporary  expedient 
if  they  could  be  arranged  at  a state  cost  of  $10,000-$15,000  per  student,  per  year. 

All  indications  from  several  studies  suggest  that  South  Dakota  must  solve  its  own  medical  edu- 
cation dilemma  by  going  to  a degree-granting  medical  program.  An  initial  phase  would  be  ap- 
proximately 20  students  taking  their  third  and  fourth  clinical  years  in  the  community  hospitals  at 
Yankton  and  Sioux  Falls.  Later,  other  community  hospitals  in  the  state  would  be  phased  into  the 
educational  program. 

For  years,  these  hospitals  have  been  effective  in  intern,  residency,  and  medical  student  pro- 
grams. The  institutional  facilities,  staff,  and  training  programs  for  medical  students  in  the  third 
and  fourth  years  can  be  expected  to  produce  a quality  educational  experience. 

It  is  hoped  that  the  South  Dakota  Legislature  will  continue  the  foresight  that  was  demon- 
strated in  1907  with  the  establishment  of  the  two-year  medical  school  and  now  establish  a degree- 
granting program  to  permit  medical  training  to  be  completed  in  South  Dakota.  Entry  of  our  65 
South  Dakota  students  into  the  medical  educational  system  is  of  paramount  importance. 
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Not  only  would  we  ensure  survival  of  our  medical  school,  but  the  multiple  benefits  of  a degree- 
granting school  are  significant.  All  areas  of  health  care  are  benefitted  by  a degree-granting  medi- 
cal school.  Allied  and  paramedical  educational  programs,  residency  programs,  and  health  care  for 
all  the  people  are  equally  important  benefits.  Completing  their  final  education  in  South  Dakota 
would  improve  the  percentage  of  physicians  that  could  be  expected  to  remain  in  South  Dakota. 

We  are  approaching  a time  (January,  1974)  of  a critical  decision.  I hope  you  join  me  in  the 
judgment  that  the  case  for  legislative  authorization,  funding,  and  development  of  a degree-grant- 
ing medical  school  in  South  Dakota  is  educationally  sound,  economically  feasible,  and  imperative 
to  provide  entry  for  South  Dakota  students  into  the  medical  profession. 

I urge  each  of  you  to  speak  to  your  state  representatives,  senators,  and  all  interested  citizens 
in  encouraging  their  active  support  for  the  degree-granting  medical  program  in  South  Dakota. 

Sincerely, 

T.  H.  Sattler,  M.D. 

President,  South  Dakota  State 
Medical  Association 


GENERAL  PRACTITIONERS 
WANTED 

Golf,  swim,  water  ski,  snowmobile,  fish, 
ski,  minutes  away.  New  56-bed  hospital 
opening  November  1973.  Adjacent  clinic 
with  room  for  8 M.D.’s  under  construc- 
tion. Join  group  of  3 young  M.D.’s  or 
solo. 

— Contact — 

Leland  Reicheit,  M.D. 

Davis  Clinic 

Wadena,  Minnesota  56482 
Call  collect  (218)  631-1360 

or 

Earl  Schillo,  Administrator 
Wesley  Hospital 
Wadena,  Minnesota  56482 
Collect  (218)  631-3510 


DOCTOR! 


DO  YOU  KNOW  THIS  MAN? 


He’s  Peter  Galindo  your  P.R.  contact  with  our 
office.  Periodically  he  stops  in  your  office  to  help 
you  and  your  people  with  claims  problems,  and  he’s 
always  available  to  help  with  special  problems.  If 
you  don’t  know  him,  you  should  — He’s  your  man. 

SOUTH  DAKOTA  BLUE  SHIELD 

711  North  Lake 
Sioux  Falls,  So.  Dakota 


Continued  from  page  22 

Treatment  of  contacts:  Patients  with  known 
exposure  to  gonorrhea  should  receive  the 
same  treatment  as  those  known  to  have 
gonorrhea. 

WHEN  PENICILLIN  OR  AMPICILLIN 
IS  CONTRAINDICATED,*  OR  WHEN  THE 
ABOVE  SCHEDULES  ARE  INEFFECTIVE 
Parenteral — Men — Spectinomycin,  2 grams, 
in  one  intramuscular  injection. 

Women — Spectinomycin,  4 grams,  in  one 
intramuscular  injection. 


OR 

Oral — Men  or  Women — Tetracycline  HC1, 
1.5  grams  initially,  followed  by  0.5  gram 
four  times  a day  for  4 days,  a total  dosage 
of  9 grams.  Other  tetracyclines  are  not 
more  effective. 

If  we  can  be  of  assistance  in  anyway,  please 
call  on  our  toll  free  Rapid  Telephonic  Disease 
Report  System,  1-800-592-1804.  Leave  a mes- 
sage on  the  Code-A-Phone  and  we  will  respond 
to  your  requests  as  quickly  as  possible. 
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THIS  IS  IT!! 

by 

J.  B.  Gregg,  M.D. 


Soon  the  South  Dakota  Legislature  will  begin 
the  1974  session  in  Pierre.  One  of  the  im- 
portant matters  which  this  august  body  will 
again  have  to  consider  is  the  situation  of  medi- 
cal education  in  this  state  and  the  proposal  to 
alter  the  curriculum  to  include  a degree  grant- 
ing program.  For  the  past  several  years  the 
legislature,  the  citizens  of  this  state,  and  the 
physicians,  have  dragged  their  feet  concerning 
this  proposition  so  much  so  that  for  the  past 
two  years  the  matter  has  had  to  be  sent  back  to 
committee  “for  study”.  Each  time  this  has 
been  accompanied  by  a large  chunk  of  money 
which  might  be  considered  wasted  because  it 
has  done  nothing  to  solve  the  problem  and 
nothing  to  bring  physicians  into  the  state.  The 
patience  of  the  citizens  of  this  state  and  their 
legislators  is  fast  running  out.  The  entire 
situation  is  rapidly  approaching  the  point  of  no 
return. 

In  the  past  the  reception  on  the  part  of  the 
physicians  of  South  Dakota  of  the  proposal  for 
the  degree  granting  medical  school  has  been 
one  of  passive  acceptance.  There  have  been  a 
few  strong  voices  heard  promoting  the  program 
but  there  has  been  no  ground  swell  of  enthu- 
siasm from  the  physicians.  There  has  been 
scattered  open  opposition  to  the  proposal  from 
some  quarters,  such  that  some  legislators  have 
become  confused  as  to  the  actual  ideas  and 
desires  of  the  majority  of  the  physicians.  Too 
often  the  vocal  minority  (if  the  polls  which 
have  been  done  are  valid)  have  made  more 
noise  in  the  legislators’  ears  than  have  the  col- 


lective voices  of  the  majority  of  the  physicians. 

Sometime  soon  the  physicians  individually  and 
collectively  are  going  to  have  to  get  together 
and  face  the  fact  that  a definite  collective  stand 
must  be  made  upon  this  issue  soon  and  the 
legislature  of  the  state  informed  of  this  posi- 
tion. THIS  IS  IT!!!!! 

In  the  past,  certain  issues  have  turned  off 
some  of  the  legislators  and  physicians  of  South 
Dakota  concerning  the  degree  granting  pro- 
gram at  U.S.D.  The  major  issues  of  contention 
have  revolved  around:  1)  Cost.  2)  The  un- 
settled state  of  affairs  within  the  administra- 
tion of  the  School  of  Medicine.  3)  Are  there 
teaching  facilities  and  instructors  available  to 
give  service  for  a Grade  “A”  medical  school? 

4)  Will  such  a program  increase  the  number 
of  physicians  for  South  Dakota?  5)  Should 
there  be  a “pilot  program”  or  an  all  encompass- 
ing program?  6)  Questions  have  been  raised 
concerning  various  basically  logical  matters  l 

relating  to  teaching  centers,  movement  of  stu- 
dents to  teaching  centers,  etc.  7)  Casual  ob- 
servation would  suggest  that  there  has  been 
the  desire  on  the  part  of  certain  legislators  to 
make  political  hay  of  the  unsettled  situation 
resulting  from  the  medical  school  problem.  — 

The  majority  of  these  questions  are  approach- 
ing the  state  of  resolution,  hopefully  very  soon. 

Because  the  physicians  of  South  Dakota,  the 
SDSMA,  and  the  lobbyists  for  the  medical  pro- 
fession can  only  do  so  much  to  promote  the 
Medical  School  locally  and  in  Pierre,  last  year 
a Citizens  Committee  for  the  Development  of 
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Medical  Education  was  founded  to  help  in  the 
promotion  of  the  Medical  School  and  the  degree 
granting  program.  This  Committee  did  a tre- 
mendous job  in  the  education  of  the  citizens  of 
South  Dakota,  their  legislators,  and  the  physi- 
cians of  this  state.  The  efforts  of  the  Com- 
mittee and  the  SDSMA  had  tremendous  impact 
but  were  not  quite  enough  to  get  the  job  done. 
The  activities  of  the  Citizens  Committee  were 
funded  to  the  tune  of  over  $12,000,  all  from 
private  sources.  Of  this  sum  over  $8,000  was 
contributed  by  18  individual  physicians,  physi- 
cian associations,  or  medical  societies.  A gen- 
eral solicitation  of  the  physicians  of  the  state 
for  funds  was  not  felt  to  be  necessary  in  1972- 
73.  — However,  this  next  year  if  an  all  out  push 
is  to  be  made  to  get  the  degree  granting  pro- 
gram at  the  U.S.D.  Medical  School,  a much 
larger  sum  of  money  will  be  needed  for  use  by 
the  , Citizens  Committee  and  the  lobbyists  for 
the  project.  Because  it  may  be  necessary  to 
bring  legislators  or  committees  of  the  legisla- 
ture to  the  University,  to  centers  of  proposed 
teaching,  etc.,  a definite  budget  and  funds  to 
finance  the  enterprise  are  needed. — If  it  is  the 
desire  of  physicians  of  this  state  to  have  the 
degree  granting  school  at  the  U.S.D.,  now  is 
the  time  for  each  physician  to  dig  down  deep 
into  his  pocket  and  bring  forth  sufficient  funds 
to  give  the  Citizens  Committee  adequate  sup- 
port to  do  their  job. 

President  Ted  Sattler  has  asked  me  to  spear- 
head a committee,  the  job  of  which  will  be  to 
contact  each  and  every  physician  in  South  Da- 
kota and  the  District  Medical  Societies,  with 
the  request  that  all  give  strong  moral  and  fi- 
nancial support  to  the  development  of  the  de- 
gree granting  program  at  the  Medical  School 
and  to  the  Citizens  Committee  for  the  Develop- 
ment of  Medical  Education  in  South  Dakota. 
Each  physician  will  receive  a letter  from  me 
and  will  be  contacted  by  this  fund  raising  com- 
mittee soon. 

Doctor,  if  you  want  to  help  promote  the  high- 
est quality  medical  care  in  South  Dakota,  to 
assist  in  providing  adequate  health  care  for 
needy  communities  in  this  state,  or  to  have  the 
possibility  of  getting  professional  assistance 
in  your  office  to  aid  you  in  your  busy  practice, 
now  is  your  chance!  — If  you  cannot  agree  with 
the  degree  granting  concept,  keep  your  peace 
but  do  not  gripe  at  the  Medical  School  ten  years 
hence  if  you  have  trouble  getting  a fellow  prac- 
titioner into  your  office.  Help  us  now ! ! ! ! ! Give 
generously.  THIS  IS  IT!!!!! 
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MALIGNANT  MORTALITY  IN  NORTH 
AND  SOUTH  DAKOTA:  1950-1967* 

By  N.  A.  Frigerio,  M.D.**  *** 
and 

J.  R.  Wutzke*** 


I.  INTRODUCTION 

The  recent  outstanding  work  of  Burbank1 
has  provided  a noteworthy  compendium  and 
analysis  of  the  United  States  malignant  mor- 
talities for  the  eighteen-year  period  1950-1967 
inclusive.  One  feature  of  interest  to  physicians 
in  North  and  South  Dakota  is  that  these  over- 
all malignant  mortality  rates  are  very  notably 
lower  than  those  of  the  United  States  as  a 
whole.  Because  of  their  general  interest,  and 
because  of  their  potential  utility  to  physicians 
in  North  and  South  Dakota  in  their  attempts 
to  diagnose  the  probable  malignancies  of  their 
patients,  we  have  abstracted  and  analyzed  the 
malignant  rates  in  North  and  South  Dakota 
for  the  above  period.  Probabilities  for  different 
sites  vary  widely  among  the  various  states. 
Thus,  this  analysis  should  be  of  utility  in  esti- 
mating what  sites  are  most  likely  to  be  seen 
in  North  and  South  Dakota,  and  in  planning 
diagnostic  and  treatment  facilities  and  regimes. 

In  Table  I we  have  presented  the  male  and 
female  malignancy  rates  for  each  of  the  major 
International  Classification  of  Death  (ICD) 
malignant  mortalities,  with  summaries  of  these 
malignant  mortalities  by  groups  of  organ  sites. 
We  have  eliminated  consideration  of  the  very 

*Work  supported  in  part  by  the  U.  S.  Atomic  Energy 
Commission. 

^Environmental  Statement  Project  on  loan  from  Divi- 
sion of  Biology  and  Medicine,  Argonne  National 

Laboratory,  Argonne,  Illinois  60439,  and 

***National  College,  Lombard,  Illinois  60148 


small  non-white  populations  of  North  and 
South  Dakota.  So  small  a population  at  such 
low  rates  results  in  too  few  deaths  to  permit 
much  statistical  significance.  Hence,  these  are 
of  little  value  in  statistical  prognostications. 

Alongside  each  rate  in  Table  I a significance 
value  is  included  in  parentheses.  In  Table  I 
the  confidence  levels  have  been  indicated  by 
the  number  after  the  rates,  following  Bur- 
bank’s system.  1 and  2 can  be  taken  to  be 
significantly  lower  than  the  U.  S.  average.  4 
and  5 are  significantly  above  the  U.  S.  average. 
3 indicates  that  the  difference  is  moderately 
significant,  but  not  as  significant  as  the  above. 

In  the  last  column,  the  male-female  ratio 
has  been  computed,  and  some  indication  of  its 
significance  given  beside  it.  In  this  case,  only 
one  symbol  is  used.  An  * (asterisk)  indicates 
that  the  ratio  is  very  significant.  No  * (aster- 
isk) means  the  ratio  is  not  as  significant.  The 
case  of  organs  peculiar  to  either  one  sex  or  the 
other  have  been  indicated  with  a dash.  How- 
ever, in  the  case  of  breast  malignancy,  it  is 
interesting  to  note  that  mortality  among  males 
in  this  category  amounts  to  nearly  2%  of  that 
among  females. 

We  have  followed  current  epidemiological 
practice  in  this  area,  and  evaluated  significance 
at  equal  to  or  greater  than  the  98%  confidence 
level.  However,  the  physician  need  have  no 
fear  in  applying  a certain  amount  of  “common 
sense”  significance  to  the  rates.  The  population 
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in  any  one  state/  sex  group  is  over  300,000. 
Thus,  a rate  difference  greater  than  10%,  at 
rates  equal  to  or  greater  than  1.0,  can  be  con- 
sidered “significant”  by  the  physician  in  the 
sense  that  they  probably  represent  some  syste- 
matic difference,  and  not  merely  statisical 
uncertainty.  At  rates  below  1.0,  the  equivalent 
total  mortality  over  the  18-year  period  is  equal 


to  or  less  than  54.  Thus,  at  these  low  I’ates, 
uncertainty  is  more  prominent,  and  the  sig- 
nificance codes  are  the  better  guide. 

The  U.  S.  mortalities  are  so  large  that  they 
may  be  considered  significant  out  to  the  second 
decimal  place,  both  for  rates  and  for  M F ra- 
tios. By  the  same  token,  if  a state  M/F  ratio 
is  not  marked  with  an  asterisk,  but  is  close  to 


Table  1 : Malignant  Mortality  in  North  and  South  Dakota  and  United  States,  1950-1967,  White  Populations 


I CD 

Type  (s  ) 

Site 

North  Dakota 
Mortality  Rates 

South  Dakota 
Mortality  Rates 

United  States 
Mortality  Rates 

Male 

F emale 

M/F 

Male 

F emale 

M/F 

Male 

Female 

M/F 

140 

Lip 

0 . 490  (3) 

0.036(3) 

13.6* 

0.387(3) 

0 .030  (3) 

12.9* 

0.342 

0.030 

11.4 

141 

Tongue 

0.580(1) 

0.148(2) 

3.9* 

0.472(1) 

0 . 204(3) 

2 . 3* 

1.348 

0.339 

4 . 0 

142 

Salivary  Gland 

0.409(3) 

0.267(3) 

1 . 5 

0. 320  (3) 

0.164(3) 

2 . 0 

0.434 

0.226 

1.9 

143 

Floor  of  Mouth 

0. 208  (3) 

0.0  (3) 

* 

0.094(1) 

0.049(3) 

1 . 9 

0.348 

0.069 

5.0 

144 

Mouth,  Other  & Unsp. 

0. 295  (1) 

0.127(3) 

2 . 3 

0.301(1) 

0.179(3) 

1 . 7 

0 . 806 

0.275 

2.9 

145 

Oral  Mesopharynx 

0.108(1) 

0.075(3) 

1 . 4 

0 . 204  (1) 

0.0  (2) 

— -fk 

0.462 

0.094 

4.9 

146 

Nasopharynx 

0.324(3) 

0 . 190(3) 

1 . 7 

0.301(3) 

0.049(3) 

6 . 1* 

0.367 

0 . 116 

3 . 2 

147 

Hy popharynx 

0.  178(3) 

0.017(3) 

10 . 5 

0.095(1) 

0.017 (3) 

5 . 6 

0 .304 

0.046 

6 . 6 

148 

Pharynx , Unsp . 

0.496(1) 

0.153(3) 

3.2* 

0.618(1) 

0 . 125(3) 

4.9* 

1.168 

0.239 

4.9 

140-148 

All  Buccal  & Pharynx 

3.088(1) 

1.012(3) 

3 . 1* 

2.792(1) 

0.817(1) 

3 .4* 

5.579 

1.434 

3.9 

150 

Esophagus 

2.551(1) 

0 .555  (1) 

4 .6* 

2.644(1) 

0.667(2) 

4 .0* 

4 .046 

1.017 

4.0 

151 

S t oraach 

21.110(5) 

12 . 009  (5) 

1 .8* 

17.029  (4) 

8.815(3) 

1.9* 

15.585 

8 .028 

1.9 

152 

Small  Intestine 

0.677(3) 

0.514(3) 

1 . 3 

0.485(3) 

0.433(3) 

1.1 

0.466 

0.378 

1.2 

153 

Large  Intestine 

10.457(1) 

12.705(1) 

0 . 8* 

13.184(1) 

13 . 833  (1) 

1.0 

16 . 104 

16.262 

1.0 

154 

Re  c t um 

5.450(1) 

4.091(2) 

1 . 3* 

5.998(1) 

4.002(2) 

1.5* 

7.647 

4.937 

1.5 

155 

Biliary  Passages  & 
Liver 

3.014(3) 

4.364(3) 

0 . 7* 

2.349(2) 

4.214(3) 

. 6* 

2 . 956 

3 . 709 

. 8 

157 

Pancreas 

8.888(3) 

5.930(3) 

1 .5* 

8.811(3) 

5.684(3) 

1.6* 

9 . 343 

5.  728 

1.6 

158 

Peritoneum 

0.745(4) 

0.386(3) 

1.9* 

0 . 410(3) 

0.420(3) 

1.0 

0.477 

0 . 444 

1.1 

159 

Digestive  Organs,  U 
Unsp  . 

0 . 402  (3) 

0.219(3) 

1 . 8 

0.354  (3) 

0.471(3) 

. 8 

0.477 

0.414 

1.1 

150-5,157-9 

All  Digestive  Organs 

53.293(1) 

40.772(3) 

1.3* 

51.264(1) 

38.538(2) 

1.3* 

57 . 102 

40.917 

1.4 

1'6  0 

Nose,  Ear  & Accessory 
Sinuses 

0 .404  (3) 

0.203(3) 

2 . 0* 

0.335(3) 

0.261(3) 

1 . 3 

0 .425 

0.235 

1.  8 

161 

Larynx 

1.247(1) 

0.078(2) 

16.0* 

1 . 213(1) 

0.175(3) 

6 . 9* 

2.480 

0.235 

10 . 6 

162 

Bronchus,  Trachea  & 
Lung  (Primary) 

7.423(1) 

1.674(3) 

4 . 4* 

12.787(1) 

2 . 151(3) 

5.9* 

16.282 

'2.219 

7.3 

163 

Lung,  Unsp.  as  Primary 

11.571(1) 

2.578(1) 

4 .5* 

9.428(1) 

2.135(1) 

4 .4* 

19 . 135 

3.560 

5 . 4 

164 

Med ias  t inum 

0. 141(3) 

0.072(3) 

2 . 0 

0.199(3) 

0.150(3) 

1 . 3 

0.276 

0 .095 

2 . 9 

160-4 

All  Respiratory  Organs 

20.786(1) 

4 .606  (1) 

4 . 5* 

23.963(1) 

4.872(1) 

4.9* 

38.598 

6.345 

6 . 1 

170 

Breast 

0.370(3) 

23.155(2) 

.02* 

0.340(3) 

23  . 362  (2) 

. 01* 

0.276 

25.287 

.01 

171 

Uterine  Cervix 

-- 

4.580(1) 

-- 

-- 

5.508(1) 

8.033 

172 

Body  of  U t erus 

-- 

0.889 (1) 

-- 

— 

0.946(2) 

1.413 

173 

Uterus , Other 

-- 

0.020(3) 

-- 

-- 

0.071(3) 

-- 

0.065 

174 

Uterus,  Unspecified 

-- 

3.911(2) 

-- 

-- 

4.897(3) 

4.838 

-- 

175 

Ovary,  Uterine  Tube 
& Lig. 



9.029(3) 





7.486(3) 

__ 

__ 

8.485 

-- 

176 

Female  Genital  Organs, 
Other  & Unsp . 



0 .686  (3) 





0.676(3) 



__ 

0.823 

-- 

171-6 

All  Female  Genital 
Organs 

-- 

19.115(1) 

-- 

-- 

19.584(1) 

— 

— 

23.656 

177 

Prostate 

19.159(4) 



20.135(3) 





17.596 

__ 

— 

178 

Testis 

0.776(3) 

-- 

— 

0.975(3) 

— 

0.815 

— 

179 

Male  Genital  Organs, 
Unsp. 

0.262(3) 





0.280(3) 



__ 

0.328 

-- 

-- 

177-9 

All  Male  Genital 
Organs 

20.197(4) 

-- 

-- 

21.390(5) 

— 

— 

18.739 

— 

— 

180 

Kidney 

4.253(3) 

3.188(5) 

1.3* 

3.992(3) 

2.506(4) 

1.6* 

3 . 741 

1.975 

1.9 

181 

Bladder  & Urinary 
Organs 

4.755(1) 

1.656(1) 

2.9* 

5.869(3) 

1.588(1) 

3 . 7* 

6.656 

2.424 

2.7 

180-1 

All  Urinary  Tract 
Organs 

9 .008  (2) 

4.844(3) 

1.9* 

9 . 860  (3) 

4.095(3) 

2 .4* 

10.396 

4.400 

2 . 4 

190 

Melanoma 

1.110  (3) 

0.991(3) 

1.1 

0.853(1) 

0.872(3) 

1 . 0 

1.466 

1 .081 

1.4 

191 

Skin 

1.017  (1) 

0.558(3) 

1 . 8* 

1 .350  (3) 

0.441(2) 

3.1* 

1.558 

0.753 

2 . 1 

190-1 

Entire  Integument 

2.127(1) 

1.549 (3) 

1.4* 

2 . 203  (1) 

1.313(2) 

1.7* 

3 .024 

1 . 834 

1.6 
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ICD 

Type  (s ) 

Site 

North  Dakota 
Mortality  Rates 

South  Dakota 
Mortality  Rates 

United  States 
Mortality  Rates 

Male 

F ema le 

M/F 

Male 

Female 

M/F 

Male 

F emale 

M/F 

192 

Eye 

0.191(3) 

0 . 125(3) 

1.5 

0.297(3) 

0 .235  (3) 

1 . 3* 

0.234 

0.196 

1.  2 

193 

Nervous  System 

4.217(3) 

2.747(3) 

1.5* 

4.316(3) 

2.929(3) 

1.5* 

4.274 

2.842 

1.5 

194 

Thyroid 

0.444(3) 

0.677(3) 

0 . 7 

0.313(3) 

0 .668  (3) 

.5* 

0.431 

0. 703 

. 6 

196 

Bone 

1.342(3) 

0.798(3) 

1 . 7* 

1.055  (3) 

0 .880  (3) 

1 . 2 

1.371 

0.871 

3 . 0 

197 

Connective  Tissue 

0.494(3) 

0.561(3) 

0 . 9 

0.541(3) 

0 . 433  (3) 

1 . 2 

0.621 

0.455 

1 . 4 

200 . 0 

Reticulum  Cell  Sarcoma 

0..  893  (3) 

0.574(3) 

1.6 

0.529(1) 

0.382(2) 

1 . 4 

0.915 

0.641 

1 . 4 

200.1 

Lymphosarcoma 

2 .454  (3) 

1. 739  (3) 

1.4* 

2.104(3) 

1.789 (3) 

1 . 2 

2.432 

1 . 604 

1 . 5 

200.2 

Other  Primary  Lymphoid 
Neoplasms 

0.821(3) 

0.457(3) 

1.8* 

0. 750  (3) 

0.555(3) 

1 . 4 

0.677 

0 .456 

1 . 5 

201 

Hodgkin's  Disease 

2.118(3) 

1.705(3) 

1 . 2 

2.571(3) 

1.615(3) 

1.6* 

2.269 

1.324 

1 . 7 

202.0 

Giant  Follicular 
Lymphoma 

0.094(3) 

0.057(3) 

1 . 6 

0.032(3) 

0.087(3) 

. 4 

0.064 

0.058 

1 . 1 

202.1 

Other  Reticuloses 

0. 727(3) 

0 .401(3) 

1 .8* 

0.812(3) 

0.503(3) 

1 . 6 

0.570 

0.366 

1 . 6 

205 

Mycosis  Fungoides 

0.018(3) 

0.0  (3) 

-- 

0.0  (3) 

0.014  (3) 



0 . 050 

0.026 

1 . 9 

203 

Multiple  Myeloma 
(Plasmocytoma) 

1.900(3) 

1.542(3) 

1 . 2 

1.825(3) 

1 . 225  (3) 

1 .5* 

1.674 

1 .190 

1 . 4 

200-3,  205 

All  Lymphomas 

9 . 026  (3) 

6.476(3) 

1.4* 

8,623(3) 

6.171(3) 

1 .4* 

8 . 653 

5.666 

1 . 5 

204.0 

Lymphatic  Leukemia 

3.174  (3) 

1.690(3) 

1.9* 

4 . 209  (5) 

2 . 109  (5) 

2.0* 

2.791 

1 .560 

1 . 8 

204 . 1 

Myeloid  Leukemia 

2.019(3) 

1.314(3) 

1 .5* 

1.824(3) 

1.191(3) 

1 . 5 

1.818 

1.311 

1 . 4 

204.2 

Monocytic  Leukemia 

0.282(1) 

0 .343  (3) 

0 . 8 

0.415(3) 

0.315(3) 

1 . 3 

0.632 

0 . 442 

1 . 4 

204 . 3 

Acute  Leukemia 

2.219(3) 

1 . 305  (2) 

1.7* 

2 . 240 (3) 

1.729(3) 

1 . 3 

2.458 

1.786 

1.4 

204 . 4 

Leukemia,  Other  & Unsp. 

0.926(3) 

0.670(3) 

1 . 4 

1 . 120  (3) 

0.610(3) 

1.8* 

0 .906 

0.591 

1 . 5 

204. 0-. 4 

All  Leukemia 

8.621(3) 

5.322(3) 

1.6* 

9.808(5) 

5.955(3) 

1. 6* 

8.606 

5 .689 

1.5 

156,165 

195,198-9 

Other  Unsp.  Sites  & 
Secondary  Neoplasms 

7.238(1) 

6.921(1) 

1 . 0 

9 .246 (1) 

9.581(3) 

1.0 

11.591 

9.667 

1.2 

140-205 

All  Malignant  Neo- 
plasms 

L40.  442  (1) 

118.679  (1) 

1.2* 

146.  011(1) 

119.434  (1) 

1.2* 

L69. 495 

129  . 965 

1.3 

the  U.  S.  ratio,  the  U.  S.  ratio  may  be  used  for 
the  state  without  much  likelihood  of  error. 

As  a note  of  convenience,  the  physician  may 
quickly  estimate  the  annual  average  mortality 
simply  by  multiplying  the  given  rate  by  3. 
This,  because  the  populations  in  any  of  the 
four  state  sex  groups  are  about  300,000,  and 
the  rates  are  given  as  mortalities  per  year  per 
100,000  population.  Thus,  for  all  malignancies, 
140-205,  the  rate  for  North  Dakota  males  is 
140.4,  and  the  mortality  would  be  about  (3)  x 
(140.4)  = (300,000)  x (0.001404  = 421  per 
year.  Rates  less  than  0.3  are  not  meaningless, 
though.  They  simply  represent  sites  for  which 
the  observed  mortality  over  the  18-year  period 
was  less  than  9 or  so. 

II.  MORTALITY  PATTERNS 

In  the  Buccal  and  Pharynx  category,  140- 
148,  both  states  are  notably  less  than  the  U.  S. 
in  total,  as  well  as  in  most  specific  sites,  with 
South  Dakota  showing  slightly  lower  rates  than 
North  Dakota.  In  this  category,  these  two 
states  rival  the  lowest  countries  of  the  world,2 
e.g.,  Japan  at  about  2 for  males,  and  1 for  fe- 
males. Reasons  are  obviously  hard  to  assess. 
However,  tobacco,  alcohol,  and  irritating  foods 
have  been  cited  as  probable  carcinogenic  agents 
for  these  sites,2  and  good  early  detection  dur- 


ing dental  examination  would  be  an  obvious 
factor  in  mortality  reduction. 

In  the  digestive  organ  category,  150-159, 
both  states  are  lower  than  the  U.  S.  in  total,  as 
well  as  in  all  sites  but  one,  stomach  (151).  At 
this  site,  both  states  are  distinctly  higher  than 
the  U.  S.,  with  North  Dakota  well  above  South 
Dakota.  Again,  reasons  are  hard  to  assess;  but 
tobacco  and  alcohol  have  also  been  suggested  as 
probable  carcinogens  for  at  least  some  of  these 
sites.  For  stomach,  the  most  probable  car- 
cinogen seems  to  be  a diet  high  in  carbohy- 
drates.-’-3 This  may,  perhaps,  explain  why 
stomach  carcinoma  has  been  dropping  so  rapid- 
ly in  the  U.  S.  in  recent  decades,  with  the  U.  S. 
now  one  of  the  lowest  nations  of  the  world  at 
this  site.2-3 

At  other  sites,  North  Dakota  males  do  have 
elevated  rates  for  small  intestine  (152)  and 
peritoneum  (158),  and  all  state  rates  seem  to  be 
elevated  for  liver  (155).  While  a number  of  eti- 
ologic  factors  have  been  suggested  for  these 
sites,  none  of  them  seem  to  be  particularly  ap- 
plicable to  the  Dakotas.2 

For  respiratory  sites,  160-164,  the  Dakotas 
are  notably  lower  than  the  U.  S.,  not  only  in 
totals,  but  for  nearly  every  site.  This  could 
reflect  a lower  overall  urbanization2’4  and,  pos- 
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sibly.  a lower  rate  of  cigarette  consumption. 

Male  breast  is  higher  than  U.  S.,  but  this  is 
at  the  borderline  of  significance.  Female 
breast,  on  the  other  hand,  is  distinctly  lower 
than  U.  S. 

For  female  organ  sites,  171-176,  Dakota  rates 
are  lower  than  the  U.  S.,  for  all  sites  collective- 
ly, and  for  most  sites  individually.  South  Da- 
kota seems  to  be  a bit  higher  for  uterus  (174), 
and  North  Dakota  for  ovary  (175),  these  are 
at  the  edge  of  significance.  Suggested  etiologic 
factors  in  this  group  have  been  many  and 
varied,  with  few  amounting  to  more  than  sug- 
gestions. However,  the  differences  are  small 
enough  to  be  accounted  for  primarily  by  urbani- 
zation,24 so  that  other  factors  probably  need 
not  be  invoked. 

For  male  sites,  the  pattern  reverses  and  the 
Dakotas  are  higher  than  U.  S.,  both  in  totals, 
and  for  the  dominant  malignancy,  prostate  car- 
cinoma (177).  In  view  of  the  fact  that  prostate 
carcinoma  rates  in  the  U.  S.  rise  very  sharply 
over  age  65, 12  and  that  Dakota  males  show  an 
extended  life  expectancy  compared  to  the 
U.  S.,5’6  this  might  only  be  an  example  of  con- 
tingent mortality.  Thus,  the  mean  life  ex- 
pectancy of  Dakota  males  was  about  68.7  years, 
over  this  period,  versus  67.5  for  the  U.  S.  To 
the  extent  that  South  Dakota  males  lagged 
behind  the  U.  S.  in  other  mortalities  common 
to  this  age  group  (e.g.,  cardiac  failure),  they 
would  tend  to  show  increased  malignant  mor- 
tality at  this  site. 

In  the  urinary  tract,  the  pattern  is  mixed. 
Males  are  less  than  U.  S.  at  all  sites,  while  fe- 
males are  less  than  U.  S.  for  bladder  (181),  but 
greater  than  U.  S.  for  the  kidney  (180).  Viral 
and  chemical  carcinogens  are  most  commonly 
implicated  in  181,  and  these  might  be  expected 
to  be  lower  in  a largely  rural  area  like  the 
Dakotas.  The  etiology  of  increased  female  sus- 
ceptibility to  180,  however,  is  obscure  at  best.2 

For  skin  and  integument,  Dakota  rates  are 
lower  across  the  board.  But,  this  is  only  to  be 
expected  in  a region  of  lower  than  average 
ultra-violet  radiation.2'4  For  various  minor 
sites  (192-197),  for  lymphomas  (200,  201,  202, 
203,  205),  and  for  leukemia  (204)  rates  are 
about  equal  to  those  of  the  U.  S.,  probably  re- 
flecting the  relatively  random  nature  of  malig- 
nancy at  these  sites,  and  the  general  absence  of 
any  specific  carcinogens  or  known  etiologic  fac- 
tors for  these  sites  in  the  U.  S.  About  the  only 
exception  is  the  low  South  Dakota  rate  for 


200.0,  paralleled  by  high  rates  for  204.0.  If  this 
does  not  simply  reflect  a diagnostic  anomaly, 
it  may  reflect  some  genetic  or  ethnic  difference 
between  the  population  of  South  Dakota  and 
either  North  Dakota,  or  the  U.  S. 

Sites  156,  165,  195,  198,  199  represent  a 
“catch  all,’’  and  little  of  epidemiologic  value 
can  be  expected  here.  However,  Dakota  rates 
are  uniformly  lower  than  U.  S.,  in  agreement 
with  the  pattern  found  for  other  sites. 

Thus,  Dakota  residents  show  a notably  lower 
malignant  mortality  than  the  U.  S.  as  a whole, 
with  differences  ranging  from  marked  to  mild 
across  the  whole  spectrum  of  malignancies. 
The  only  noteworthy  exceptions  are  stomach 
(151)  in  both  sexes,  and  kidney  (180)  in  the 
female,  both  of  which  are  significantly  higher 
in  the  Dakotas  than  in  the  U.  S. 

III.  RATES  OF  CHANGE 

Rates  of  change  are  shown  in  Table  I,  i.e., 
the  average  change  in  malignant  mortality 
rate  over  the  18-year  period.  Only  those  rates 
of  change  are  shown  for  which  some  significant 
difference  was  found  between  the  Dakotas  and 
the  U.  S.  as  a whole.  In  the  majority  of  types 
shown,  the  Dakota  rates  were  either  decreasing 
more  rapidly  than  the  U.  S.  as  a whole  or,  if 
increasing,  at  least  increasing  less  rapidly.  For 
example,  the  fairly  large  differences  in  res- 
piratory malignancy  suggest  that  Dakotans 
smoke  less,  and  that  their  smoking  consump- 
tion lags  the  rest  of  the  U.  S.  by  a larger  frac- 
tion each  year. 

In  only  a few  sites  do  any  Dakotans  show 
increased  rates  of  change  relative  to  the  U.  S., 
i.e.,  154  (North  Dakota  female)  ; 161  (North 
Dakota  male)  ; 172,  174,  175  and  their  summa- 
tion 171-176;  and  200.2  (North  Dakota  female). 
The  increase  in  larynx  (161)  in  the  male  might 
reflect  increased  use  of  hard  alcohol.2  The  re- 
mainder might  reflect  changes  in  diagnostic 
practices  or,  possibly,  in  the  marital  status, 
ethnic  makeup,  or  age  makeup  of  the  popula- 
tion. Then,  too,  these  sites  already  have  very 
low  rates  in  the  Dakotas,  so  the  rates  of  change 
may  only  reflect  some  sort  of  approach  to 
equilibrium  with  the  population  of  the  rest  of 
the  U.  S.  It  is  gratifying  that  the  chief  ex- 
ample of  a high  Dakota  rate,  stomach  (151), 
is  dropping  more  rapidly  in  the  Dakotas  than 
in  the  rest  of  the  U.  S.,  at  least  among  females. 

IV.  CONCLUSIONS 

Dakotans  appear  to  have  the  advantage  over 
their  counterparts  in  the  rest  of  the  U.  S.  in 
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malignant  mortality.  Their  rates  are  notably 
lower  in  total  malignant  mortality,  and  at  near- 
ly every  site  except  stomach  (151)  in  males  and 
females  and  kidney  (180)  in  females.  Even 
here,  the  difference  is  fairly  small,  and  is  rapid- 
ly decreasing  in  at  least  one  group  (female 
stomach).  Total  male  malignant  mortality  is 
rising,  of  course,  as  it  is  all  across  the  U.  S. 
But,  at  least,  it  is  rising  no  more  rapidly,  and 
probably  a little  less  rapidly.  And  female  mor- 
tality is  dropping.  Thus,  the  overall  picture 
is  fairly  bright  for  malignant  mortalities  in  this 
area  of  the  U.  S.,  versus  the  U.  S.  as  a whole. 

The  reasons  for  this  are  obscure  at  the 
present  state  of  cancer  epidemiology-,  to  say 
the  least.  Urbanization  certainly  plays  a 
role.--4  But,  it  cannot  be  the  only  factor  since 
other  equally  rural  states  show  much  higher 
rates.’  It  has  been  suggested  that  altitude 
and  or  radiation  background  may  be  important 
in  the  Dakotas,  since  malignant  mortality  de- 
creases as  these  increase.7  Such  studies  are 
only  in  their  early  stages,  however,  so  that 
some  time  will  certainly  elapse  before  even 
these  suggestions  can  be  examined  adequately. 
And,  of  course,  any  number  of  other  medical, 
genetic,  ethnic,  geographic,  and  or  socio- 
economic factors  may  be  involved.7  Meanwhile, 
it  is  comforting  to  know  that  Dakotans  consti- 
tute one  of  the  very  lowest  U.  S.  populations 
in  malignant  mortality,  and  that  they  are  likely 
to  remain  in  that  enviable  position  into  the 
foreseeable  future. 
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PHYSICIAN  EDUCATION 
PROGRAM  IN  FAMILY 
PLANNING  AT  UCLA 

Sponsored  by  the  American  College  of  Ob- 
stetrics and  Gynecology.  Approved  for 
credit  by  the  American  Academy  of  Gen- 
eral Practice.  A one  week,  no  tuition,  sem- 
inar, March  11-15,  1974,  covering  the 
areas  of  Clinical  Contraception,  Family 
Planning  Administration,  and  Human  Sex- 
uality. 

After  attending  the  seminar  physicians 
have  the  option  of  returning  for  2-4  days 
of  clinical  skill  development  (no  tuition) 
and  or  learning  surgical  procedures  (tui- 
tion) . 

For  more  information  contact: 

Irvin  M.  Cushner,  M.D. 

Ob-Gyn  Department 

UCLA  Center  for  the  Health 

Sciences 

Room  24-139 

Los  Angeles,  CA  90024 

Telephone  (213)  825-1046 


EMERGENCY  ROOM 
PHYSICIANS  WANTED 


Present  group  successfully  servicing  two 
accredited  hospitals ; $30,000  guaranteed 
minimum  salary  plus  fringes,  includes 
month’s  vacation.  Preference  given  Emer- 
gency Room  specialists.  Will  assist  with 
relocation. 


Location : small,  friendly  city,  easy  access 
to  three  metropolitan  areas. 

Write:  James  H.  Donaldson,  Jr., 

Administrator 
Mercy  Hospital 
1248  Kinneys  Lane 
Portsmouth,  OH  45662 

Include  brief  resume. 
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News  Notes  • Changes  • Births  • News 


The  Five  Counties  Clinic  in 
Lemmon  announced  the  asso- 
ciation of  James  Astaphan, 
M.D.,  a native  of  the  British 
West  Indies.  Dr.  Astaphan  re- 
ceived his  M.D.  degree  from 
the  University  of  Toronto 
and  his  internship  and  post- 
graduate training  in  Canada 
also. 


Richard  Mestrich,  M.D.,  an- 
nounced the  opening  of  his 
office  for  the  practice  of  pe- 
diatric and  adolescent  medi- 
cine at  the  Aberdeen  Medical 
Center.  He  is  a graduate  of 
the  University  of  Indiana 
Medical  School ; interned  at 
Mercy  Hospital,  Springfield, 
Ohio ; and  took  his  pediatric 
residency  training  at  Brooke 
General  Hospital,  San  An- 
tonio, Texas. 


John  E.  Rittmann,  M.D., 

has  joined  the  Brown  Clinic 
in  Watertown.  He  received 
his  M.D.  degree  from  Wash- 
ington University  Medical 
School,  St.  Louis,  and  in- 
terned at  Cleveland  Metropoli- 
tan General  Hospital.  He 
served  in  the  U.  S.  Public 
Health  Service  at  Pine  Ridge 
for  two  years  and  served  as  a 
medical  missionary  in  south- 
ern India  for  several  years. 
Dr.  Rittmann  recently  com- 
pleted two  years  residency 
training  in  family  practice  at 
the  Hennepin  County  General 
Hospital  in  Minneapolis. 


“Diabetes  and  the  Eye” 
was  the  subject  David  Sea- 
man, M.D.,  Aberdeen,  spoke 
on  at  the  meeting  of  the  Ab- 
erdeen Area  Diabetic  Associa- 
tion. 

A.  P.  Reding,  M.I)„  Marion, 
attended  the  AMA  Rural 
Health  Council  meeting  in 
Chicago  on  September  7 and 
8,  marking  the  completion  of 
his  seven  year  term  on  that 
Council.  On  September  15  and 
16  he  attended  a meeting  of 
the  Mental  Health  Committee 
of  the  American  Academy  of 
Family  Physicians  held  in 
Kansas  City.  He  also  at- 
tended the  25th  Annual  Meet- 
ing of  the  Iowa  AAFP  as  a 
guest  of  the  president,  Dr. 
Dennis  Walter,  former  Free- 
man, South  Dakota,  resident. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  South  Dakota  Nursing 
Home  Association  heard  W. 
R.  Taylor,  M.D.,  Aberdeen, 
speak  on  the  proposed  four- 
year  medical  school  at  their 
annual  session  held  in  Aber- 
deen. 


James  A.  Nelson,  M. 

D„  former  Sioux  Falls 
physician,  died  at  age  84 
in  Bakersfield,  Califor- 
nia. Dr.  Nelson  prac- 
ticed in  Sioux  Falls  from 
1941  until  his  retirement 
in  1959.  He  was  an  hon- 
orary member  of  the 
Seventh  District  Medical 
Society,  the  South  Da- 
kota State  Medical  Asso- 
ciation and  the  Ameri- 
can Medical  Association. 
He  is  survived  by  his 
widow,  a son,  James, 
Bakersfield;  and  a 
daughter,  Mrs.  Robert 
Hill,  Rock  Rapids,  Iowa. 


John  J.  Feehan,  M.D., 

Rapid  City,  53,  died  fol- 
lowing a lengthy  illness. 
He  had  practiced  in 
Rapid  City  since  1951 
and  was  retired  at  the 
time  of  his  death.  Dr. 
Feehan  was  a longtime 
member  of  the  Black 
Hills  District  Medical  So- 
ciety, the  South  Dakota 
State  Medical  Associa- 
tion and  the  American 
Medical  Association. 
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Flurandrenolide 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


300115 


health  experiences  psychic  tension. 

UNIVERSITY  OF  MARYLAND 

BALTIMORE 
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Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
,or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage),  f or  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anil  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
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SOUTH  DAKOTA 


VILLOUS  ADENOMAS 
A RARE  BUT  REMEDIABLE  CAUSE  OF 
LIFE  THREATENING  ELECTROLYTE  IMBALANCE 


by 

William  O.  Rossing,  M.D. 
Warren  L.  Jones,  M.I). 
John  F.  Barlow,  M.D. 
Dorence  L.  Ensberg,  M.D. 
Sioux  Falls,  S.  D. 


Two  patients  with  mucus  secreting  benign 
villous  adenomas  of  the  rectum  presenting  with 
severe  mucus  diarrhea  and  electrolyte  imbal- 
ances are  presented.  This  rare  cause  of  life 
threatening  fluid  imbalance  can  be  recognized 
and  treated.  Patients  with  this  lesion  require 
extensive  preoperative  preparation  to  balance 
their  fluid  maladjustments  and  subsequent 
surgical  resection  of  the  lesion.  The  malignant 
potential,  relationship  to  adenomatous  polyps 
and  treatment  of  villous  adenomas  are  dis- 
cussed briefly. 

Case  I (71-4199) 

This  65  year  old  Caucasian  male  was  admitted  to 
Sioux  Valley  because  of  weakness.  The  patient  was  a 
bachelor  who  lived  alone.  His  only  significant  past 
history  was  that  he  had  been  refused  from  military 
service  many  years  ago  because  of  high  blood  pressure. 
One  week  prior  to  admission,  the  patient  developed 
weakness  with  some  diarrhea  and  abdominal  cramps. 
There  was  no  history  of  alcohol  or  other  drug  ingestion. 
The  review  of  systems  was  otherwise  negative.  For 
the  week  prior  to  admission  he  had  shown  decreasing 
consciousness  and  confusion. 

PHYSICAL  EXAMINATION — The  patient  was  ob- 
tunded  and  confused.  Temperature  97.6,  pulse  70  per 
minute  and  regular,  blood  pressure  120  systolic  and 


80  diastolic.  Respirations  were  slow  and  deep  and  the 
patient  was  lethargic  and  uncommunicative.  He  re- 
sponded to  painful  stimulation.  Examination  of  the 
eyes,  ears,  nose  and  throat  were  unremarkable,  except 
for  some  blood  noted  in  the  mouth.  The  lung  fields 
were  clear  to  auscultation  and  percussion.  The  heart 
was  not  enlarged.  The  heart  tones  were  muffled  and 
distant.  No  murmurs  were  detected.  The  peripheral 
pulses  were  of  good  amplitude  and  symmetrical.  Ex- 
amination of  the  abdomen  revealed  no  enlarged  organs 
or  masses.  Rectal  examination  revealed  a normal  pros- 
tate and  a fold  of  tissue  lying  above  the  prostate. 

Neurologic  examination  revealed  hypoactive  but  sym- 
metrical reflexesi.  There  were  no  sensory  deficits  or 
abnormal  reflexes.  Plantar  responses  were  flexor.  Sig-  | 

nificant  laboratory  data  prior  to  surgery  are  appended. 

HEMATOLOGY  AND  URINALYSIS 
(Admission) : 

9-23-71  Hgb.  14.7  gms/dl;  red  count  4.9  million/ 

mm3,  Hct.  41  vols/dl  mean  corpuscular 
hemoglobin  30  micromicrograms,  mean 
corpuscular  volume  84  cubic  micra,  mean 
corpuscular  hemoglobin  concentration 
36%,  white  blood  count  13,000/mm3,  with 
89%  segmented  neutrophils,  1%  neutro- 
philic bands,  9%  lymphocytes,  1%  mono- 
cytes. The  red  cells  were  normochromic, 
normocytic  and  the  platelets  were  ade- 
quate on  smear.  Urinalysis — straw  col- 
ored, cloudy.  Specific  gravity  1.011,  pH 
6.0,  protein  1+,  negative  for  glucose,  ke- 
tones, bile,  moderate  amount  of  hemo- 
globin. Sediment  10-15  white  cells  per 
hpf,  100  to  150  red  cells  per  hpf,  many 


DECEMBER  1973 


9 


64 


bacteria  and  some  amorphous  urates. 

9-24-71  Hgb.  13.7  gins/dl,  Hct.  39  vols/dl 

9- 2(1-71  Hgb.  11.6  gms/dl,  red  count  3.74  million/ 

mm3,  Hct.  36  vols/dl  mean  corpuscular 
hemoglobin  31  mieromicrograms^  mean 
corpuscular  volume  96  cubic  micra.  mean 
corpuscular  hemoglobin  concentration 
32%,  total  leukocyte  count  5,800/mm 
with  58%  segmented  neutrophils.  14% 
neutrophilic  bands,  20%  lymphocytes, 
4%  metamyelocytes,  and  4%  monocytes. 
Red  cells  and  platelets  were  unremark- 
able on  smear. 

10- 7-71  Hgb.  14.8  gms/dl,  red  count  4.8  million/ 

mm3,  Hct.  41  vols/dl,  mean  corpuscular 
hemoglobin  31  micromicrograms,  mean 
corpuscular  volume  86  cubic  micra,  mean 
corpuscular  hemoglobin  concentration 
36%,  WBC  9,600/mm3  with  61%  seg- 
mented neutrophils,  8%  neutrophilic 
bands  28%  lymphocytes  and  3%  mono- 
cytes. 

10-13-71  Hgb.  12.3  gms/dl,  Hct.  37  vols/dl 

(Operation) 

10-14.-71  Hgb.  10.9  gms/dl,  Hct.  31  vols/dl 

10-15-71  Hgb.  10.8  gms/dl,  Hct.  30  vols/dl 


ELECTROCARDIOGRAM 

9-24-71  “Marked  electrical  interference  makes 

accurate  interpretation  impossible.  There 
are  some  T wave  changes  which  suggest 
early  myocardial  ischemia.  Also,  in  some 
of  the  leads  there  is  marked  prolonga- 
tion of  the  QT  interval  which  may  be 
due  to  an  electrolyte  imbalance  such  as 
hypokalemia.” 

X-RAY — Chest — Calcification  slight  torsion  of  aorta, 
otherwise  negative. 

Flat  Plate  of  Abdomen  & Decubitus  Films — Moderate 
to  marked  gaseous  distention  of  small  and  large  bowel 
with  only  a slight  amount  of  gas  in  the  region  of  the 
rectum.  Partial  obstruction  or  reflex  ileus  were  con- 
sidered. There  was  slight  distention  of  the  urinary 
bladder  and  a soft  tissue  density  above  the  urinary 
bladder.  A fragmented  metallic  needle  was  projected 
over  the  left  upper  abdomen. 

Colon  Examination — Marked  irregularity  of  the  rec- 
tum. 

Skull  Films — Negative. 

OTHER  LABORATORY  DATA— SGOT  (serum  glu- 
tamic oxalocetic  transaminase)  49  units  (normal  8 to  40 
rf  units),  Bilirubin  0.7  mgs/dl  total  with  0.4  mgs/dl  in- 
direct and  0.3  mgs/dl  direct.  Prothrombin  time  43.0 
seconds  with  a 12.5  second  control.  Alkaline  phos- 
phatase within  normal  limits.  Lactic  dehydrogenase 
305  units  (normal  up  to  215  units).  LTric  acid  14.4 
mgs/dl.  Serum  electrophoresis  total  protein  6.9  gms/ 
dl  with  3.3  gms/dl  albumin,  0.5  gms/dl  alpha-l-globu- 
lin,  0.9  gms/dl  alpha-2-globulin,  1.0  gms/dl  beta  globu- 
lin and  1.2  gms/dl  gamma  globulin.  Amylase  168  units. 
Occult  blood  negative.  Spinal  tap  showed  a clear  color- 
less fluid  with  no  cells  and  80  mgs/dl  protein  (normal 
15  to  30  mgs/dl).  Culture  was  negative.  A brain  scan 
was  performed  and  was  equivocal  with  a poorly  defined 
area  in  the  right  lateral  parietal  region.  A repeat  scan 
was  negative.  The  rectal  lesion  was  biopsied  and  frag- 
ments of  a villous  adenoma  with  focal  atypia  were 
found  on  two  occasions.  A liver  spleen  scan  was  un- 
remarkable. Plasma  cortisol  (8  AM)  19.0  mcgms/dl, 
(4  PM)  11.1  mcg/dl%  (normal)  17  ketosteroids-5.3 
mg/24  hrs  (normal)  17  h.vdroxysteroids-interfering  sub- 
stance. 


The  patient  responded  to  fluid  replacement  with 
hypertonic  saline  and  supplemental  potassium  chloride 
and  bicarbonate.  Table  I shows  the  rapid  rise  in  sodium 
and  slower  rise  in  potassium  and  bicarbonate.  The 
high  concentration  of  electrolytes  in  the  rectal  fluid 
is  also  shown  in  this  table.  With  fluid  replacement 
initial  marked  azotemia  completely  disappeared,  the 
blood  urea  nitrogen  dropped  from  201  mgs/dl  to  23 
mgs/dl.  The  patient’s  sensorium  improved  remarkably 
concomitant  with  the  laboratory  values.  Twenty  days 
after  admission  the  patient  underwent  an  abdomino- 
perineal resection  for  a huge  villous  adenoma  of  the 
rectum,  (Figs.  I and  II).  Postoperatively  he  developed 
neurovesical  bladder  disfunction  but  did  well  and  was 
discharged  seventeen  days  after  surgery  in  good  condi- 
tion with  an  indwelling  catheter.  He  did  require  a trans- 
urethral resection  of  the  prostate  five  months  later 
but  continues  in  reasonably  good  health. 

(Figs.  I & II) 


Figure  I 

Huge  villous  adenoma  from  Case  I.  The  metric  rule  is 
4 cm. 


Figure  II 


Cross  section  of  tumor  shows  the  lesion  isi  superficial 
(Case  I). 
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Table  I 


0., 


DATE 

PH 

pC02 

C02 

Content 

Sodi- 

um 

Potas- 

sium 

Chlor- 

ide 

P02 

Satura-  Creati- 
tion  nine 

BUN 

Rectal  Fluid  & UYine 

9/23 

7.37 

21 

12 

103 

1.8 

62 

103 

97% 

201 

9/24 

7.26 

29 

13 

116 

1.8 

210 

9/25 

7.38 

32 

19 

134 

2.2 

105 

6.7 

198 

9/26 

7.40 

26 

16 

151 

2.8 

125 

5.7 

138 

9/27 

7.51 

22 

18 

153 

2.4 

125 

174 

9/28 

7.47 

36 

26 

151 

2.7 

118 

9/29 

7.47 

34 

24 

155 

3.4 

122 

4.1 

154 

9/29 

7.44 

35 

24 

153 

4.2 

117 

9/30 

7.44 

35 

24 

153 

4.2 

117 

138 

9/30 

7.46 

35 

24 

156 

4.5 

118 

9/30 

7.36 

32 

23 

154 

5.5 

120 

10/1 

7.46 

32 

23 

154 

5.5 

120 

10/3 

7.42 

32 

24 

152 

4.8 

117 

10/4 

7.42 

32 

21 

142 

4.2 

110 

1.9 

81 

10/8 

7.46 

38 

27 

120 

3.0 

83 

2.3 

63 

Rectal  fluid: 

10/9 

Na  126  meq/L;  K 28  meq/L; 
Cl  112  meq/L. 

Urine: 

Na  0.6  meq/24  hours 
K 12  meq/24  hours 

10/10 

7.44 

36 

25 

112 

3.5 

81 

Rectal  fluid: 

Na  137  meq/day  or 
114  meq/L 
K-42  meq/day  or 
35.3  meq/L 
Cl  126  meq/day  or 
105  meq/L 
Urine: 

Na  3.2  meq/24  hours 
K 32  meq/24  hours 


10/11 

7.39 

51 

31 

138 

3.1 

97 

10/12 

7.45 

36 

24 

136 

5.4 

98 

54 

10/13 

7.47 

37 

27 

144 

5.5 

114 

23 

10/14 

7.40 

37 

23 

140 

4.8 

118 

10/15 

7.50 

37 

29 

151 

3.9 

108 

CASE  II  (73-2227) 

This  72-year  old  Caucasian  rancher  entered  Sioux 
Valley  Hospital  with  numerous  complaints  dating  back 
7-8  years.  These  included: 

1.  Loose  stools,  6-8  each  24  hours,  and  becoming 
worse  in  the  last  month  prior  to  admission.  There 
was  mucus  but  no  blood  noted. 

2.  Generalized  weakness,  fatigue,  muscle  cramping, 
and  a weight  loss  of  15  lbs.  over  the  last  month. 

3.  Bouts  of  syncope  particularly  in  the  last  month. 
There  was  no  true  vertigo. 

4.  Spells  of  weakness,  sweating,  giddiness,  which 
were  mild,  often  associated  with  the  passing  of 
mucus  stools  for  the  entire  7-8  years. 

5.  Severe  nervous  tension  and  intermittent  precordial 
pains  which  had  been  worse  in  the  last  month. 

Because  of  weakness  he  often  had  to  get  off  his  trac- 
tor and  rest.  This  had  occurred  for  7-8  years,  but  had 
been  markedly  worse  in  the  last  month.  He  had  had 
a marked  flareup  in  his  loose  stools  and  passed  mucus 
per  rectum  up  to  10-20  per  day  for  24  hours  in  the  last 


two  months.  Although  he  had  15  lbs.  weight  loss  in 
the  last  month,  there  had  been  some  gradual  weight 
loss  over  the  last  number  of  years.  He  had  had  a 
sigmoidoscopy  and  a benign  tumor  was  found  in  the 
rectum  several  years  previously.  In  the  past  month 
he  had  been  admitted  several  times  to  a local  hospital 
because  of  chest  pains  which  seemed  to  have  no  rela- 
tion to  exercise,  emotion  or  eating.  Cardiac  arrhythmia, 
hypokalemia  and  dehydration  were  consistently  present, 
and  the  disorders  wrere  managed  in  the  coronary  care 
unit.  Because  of  repetition  of  these  problems  and  the 
concern  for  the  patient’s  heart,  he  was  referred  to 
Sioux  Valley  Hospital  for  further  studies. 

PHYSICAL  EXAMINATION  showed  a well  de- 
veloped, well  nourished,  wrhite  male  who  was  coopera- 
tive but  excitable.  Pulse  was  88/M  and  regular,  respira- 
tions 20/M  and  regular,  temperature  97°F,  blood  pres- 
sure 124  systolic  and  78  diastolic.  Height  5'11",  and 
weight  170  lbs.  Examination  of  the  head  and  neck  was 
unremarkable.  The  lungs  were  clear  to  auscultation  and 
percussion.  The  left  cardiac  border  was  found  slightly  to 
the  left  of  the  midelavicular  line  at  the  5th  intercosital 
space.  The  heart  sounds  were  of  good  quality  and 
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regular.  A2  was  equal  to  P2.  There  were  no  murmurs. 
Examination  of  the  abdomen  revealed  no  palpable  or- 
gans or  masses.  There  was  some  mild  and  localized 
tenderness  in  the  right  mid-abdomen,  but  this  was  hard 
to  evaluate.  Rectal  examination  was  difficult  because 
of  tenderness  and  soreness  and  was  abandoned.  There 
were  no  abnormalities  on  the  neurologic  examination 
and  the  pulses  were  equal  and  of  normal  amplitude  in 
the  extremities.  A sigmoidoscopy  was  performed  and 
revealed  an  extensive  villous  adenoma  over  a large  area 
extending  15-18  cms.  up  from  the  anus  and  almost 
circumferentially  involving  the  bowel. 

LABORATORY  DATA:  Urinalysis-yellow  clear,  spe- 
cific gravity  1.013,  pH  5.0,  negative  for  protein,  glucose, 
ketone  bodies,  bile  and  hemoglobin.  Urine  sediment 
showed  2-3  white  cells  per  high  power  field  and  0-1 
red  cells  per  high  power  field.  Hemoglobin  12.0  gms./ 
dl,  RBC  4.1  million/mm3,  Hematocrit  37  Vols/dl,  mean 
corpuscular  hemoglobin  29  micrograms,  mean  corpus- 
cular volume  91  cubic  micra,  mean  corpuscular  hemo- 
globin concentration  32%.  Total  leukocyte  count  7,700 
per  mm/3  with  80%  segmented  neutrophils.  1%  neutro- 
philic bands,  3%  eosinophilsi,  10%  lymphocytes.  The 
red  cells  were  normochromic,  normocytic  and  the  plate- 
lets appeared  normal  in  number  and  morphology  on 
smear.  The  erythrocyte  sedimentation  rate  was  37 
mm/per  hour.  Total  protein,  calcium,  inorganic  phos- 
phorous, cholesterol,  glucose,  uric  acid,  total  bilirubin, 
alkaline  phosphatase,  lactic  dehydrogenase,  and  serum 
glutamic  oxaloacetic  transaminase  were  within  normal 
limits.  A BUN  was  47  and  33  mgs./dl  on  two  occasions 
and  a creatinine  3.5  and  2.0  mgs./dl  on  two  occasions 
after  admission.  Stool  culture  showed  no  growth  of 
enteric  pathogens,  pH  was  7.45,  PCO~  42  mms.  of 
mercury,  CO2  content  28  mEq/L,  Sodium  134  mEq/L. 
Potassium  3.7  mEq/L  and  chloride  97  mEq/L.  Lirine  24 
hr.  sodium  24  meq/24  hours  (normal  40-80  meq/24  hr.) 
A cystoscopy  and  left  retrograde  pyelogram  revealed 
only  prostatic  enlargement.  Three  rectal  biopsiesi  re- 
vealed villous  adenoma  with  atypia  but  no  invasive 
carcinoma.  On  the  sixth  hospital  day  the  patient  under- 
went abdominal  perineal  resection  with  removal  of  an 
extensive  benign  villous  adenoma.  Thereafter  infusion 
containing  potassium  became  unnecessary,  for  the 
serum  potassium  level  remained  normal  and  stable. 
The  patient  recovered  well  from  this  operation,  but  be- 
cause of  urinary  retention  without  an  in-dwelling  cath- 
eter a TUR  (trans-urethral  resection)  was  performed. 
At  this  time  adenocarcinoma  of  the  prostate  was  found 
on  tissue  study.  The  hospital  course  was  characterized 
by  a urinary  tract  infection  from  which  the  patient 
eventually  recovered  and  was  discharged.  (Fig.  Ill) 


Figure  III 


Tumor  from  Case  II  is  also  massive.  The  anus  is  to  the 
left  of  the  picture.  The  metric  rule  is  4 cm. 


DISCUSSION 

Villous  adenomas  occur  most  frequently  in 
the  rectum  and  rectosigmoid.  They  are  flat 
and  velvety  and  can  be  missed  on  digital  rectal 
examination.  The  cases  presenting  with  mucus 
diarrhea  are  often  large  as  in  our  cases  but 
many  2 cm  or  under  have  been  reported.  These 
can  contain  malignancy.  The  most  common 
presenting  symptoms  of  the  usual  villous  aden- 
oma are  rectal  bleeding  or  passage  of  mucus. 

Villous  adenomas  of  the  colon  are  outnum- 
bered by  adenomatous  polyps  at  least  six  to 
one.  The  latter  lesions  are  nodular,  firm  and 
either  sessile  or  pedunulated  on  stalks  of  vari- 
able length.  Microscopically  they  are  com- 
posed of  crowded  glands  rather  than  villous 


Figure  IV 


Villous  adenoma  (Case  II).  Note  tall  “picket  fence” 
like  arrangement  of  villi.  There  is  no  invasion  beneath 
the  muscularis  mucosae. 


Figure  V 


Adenomatous  polyp.  Proliferation  of  glands  without 
any  fronds  seen  in  villous  adenoma  (for  comparison  to 
villous  adenoma). 
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fronds.  (Figs.  IV  and  V)  Adenomatous  polyps 
are  considered  by  many  not  to  be  premalignant 
but  the  association  of  villous  adenoma  with 
malignancy  is  unquestioned.  Villous  adenomas 
show  tall  “picket-fence”  like  villous  processes 
lined  by  mucus  secreting  epithelium.  The  inci- 
dence of  malignancy  varies  from  10  to  76% 
depending  on  whether  carcinoma-in-situ  or 
severe  atypia  is  included.  Invasive  adenocar- 
cinoma often  does  occur  in  villous  or  papillary 
adenomas  and  can  be  a problem  since  only  one 
area  of  a large  villous  adenoma  may  be  malig- 
nant. This  can  be  missed  even  on  multiple 
biopsies.  Whether  malignancy  is  present  is  im- 
portant because  it  determines  the  extent  of 
surgery.  Completely  benign  lesions  can  be  lo- 
cally excised  but  will  recur  if  not  completely 
excised.  Adenocarcinoma  in  a villous  adenoma 
requires  appropriate  surgical  resection  such  as 
abdomino-perineal  resection  if  the  lesion  is 
low  in  the  rectum  (as  it  often  is). 

Villous  adenomas  occur  most  frequently  in 
the  distal  sigmoid  and  rectum.  Goldfarb  et  al 
report  an  incidence  of  7.4%  occurring  in  the 
right  colon  from  a series  of  146  cases.  Al- 
though there  are  no  gross  dissimilarities  in  the 
roentgenographic  and  pathological  appearances 
of  the  left  and  right  colon  lesions,  there  are  dif- 
ferences in  the  symptoms  and  signs  produced. 
The  most  notable  of  these  are:  (1)  the  reduced 
incidence  of  bleeding  per  rectum,  (2)  the  com- 
plete absence  of  mucus  diarrhea,  and  (3)  the 
absence  of  significant  electrolyte  disturbance 
in  the  right  sided  adenomas.10 

It  is  recognized  that  the  presence  of  a villous 
adenoma  often  is  the  harbinger  of  a second 
colonic  lesion  several  years  later.  Mackie  et 
al,<!  “cited  an  incidence  of  20%  associated  car- 
cinomas of  the  colon  in  their  series  and  con- 
cluded that  ‘.  . ..the  bowel  which  gives  rise  to 
villous  adenomas  appears  to  have  a greater 
propensity  to  give  rise  to  other  lesions.’  . . . . 
Wheat  and  Ackerman  (25)  have  pointed  out 
that  the  incidence  of  associated  colonic  lesions 
in  patients  with  villous  adenomas  is  high.  10% 
of  their  50  patients  had  separate  adenocarcin- 
omas of  the  colon.”  Olson  and  Davis9  empha- 
size, along  with  reports  of  Nicoloff15  the  in- 
creasing presence  of  malignancy  in  lesions  un- 
der 2 cm  in  diameter,  with  the  incidence  rising 
accordingly  if  the  lesion  is  located  above  the 
peritoneal  reflection.  The  larger  the  lesion, 
however,  the  greater  the  incidence  of  malig- 
nancy. 


In  the  two  cases  presented,  large  benign  vil- 
lous adenomas  caused  mucus  diarrhea  leading 
to  severe  electrolyte  imbalance  and  dehydra- 
tion. The  first  case  was  the  most  characteris- 
tic and  similar  to  cases  reviewed  by  Solomon  et 
al°.  The  patient  had  hypokalemia,  hyponatre- 
mia, compensated  metabolic  acidosis  and  azo- 
temia. That  the  fluid  loss  was  due  to  the  rectal 
lesion  was  substantiated  by  the  large  volume 
and  electrolyte  content  of  the  rectal  fluid  and 
the  response  of  the  patient  to  surgical  resection 
and  fluid  replacement.  The  second  case  pre- 
sented with  a cardiac  arrhythmia,  and  initially 
was  considered  a potential  coronary  heart  prob- 
lem. Hypokalemia  is  known  to  produce  ECG 
changes  which  may,  at  times,  mimic  coronary 
insufficiency.  It  may  also  be  the  sole  cause  for 
cardiac  arrhythmias,  or  play  an  important  sec- 
ondary role.  The  mucus  diarrhea  in  Case  #2 
was  so  normal  for  him  after  7-8  years  that  it 
was  only  during  the  routine  review  of  systems 
that  this  disturbance  was  elicited  by  the  ex- 
amination, and  only  then  correlated  with  the 
history  of  the  present  illness. 

Several  interesting  points  are  raised.  First, 
it  is  well  known  that  low  potassium  and/or  so- 
dium levels  can  lead  to  lethargy  or  coma,  and 
that  pronounced  azotemia  of  a pre-renal  type 
may  occur  from  exposure  to  prolonged  periods 
of  hypokalemia  (hypokalemia  nephropathy). 
Secondary  electrocardiographic  changes  occur, 
manifesting  changes  predominantly  in  the  ST- 
T wave  pattern  and  lengthened  QT  interval. 
Weakness  and  syncope  can  easily  be  attributed 
to  potassium  deficiency  and  hypovolemia.  All 
of  these  changes  or  conditions  were  present  in 
the  cases  presented. 

The  type  of  surgical  treatment  applied  in 
these  two  cases  may  seem  unnecessarily  radical 
for  benign  lesions.  In  both,  however,  the  un- 
usually extensive  and  circumferential  nature 
of  the  lesions  extending  down  to  the  anal  canal 
and  the  uncertainty  of  possible  frankly  malig- 
nant foci  hidden  in  these  large  tumors  then 
made  total  excision  of  the  rectum  the  preferred 
treatment.  Both  patients  have  adjusted  well  to 
their  colostomies  and  are  pleased  to  be  relieved 
of  the  previous  disabling  symptoms. 

The  dramatic  recovery  of  both  patients  with 
careful  management  of  electrolyte  balance  and 
surgery  indicate  that  careful  and  prolonged 
preoperative  preparation  is  necessary  to  ready 
these  patients  for  surgery.  Any  adult  with 
mucus  diarrhea  should  be  investigated  for  a 
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possible  villous  adenoma  which  can  become 
malignant  or  cause  severe,  possibly  fatal,  elec- 
trolyte imbalance  as  in  these  cases  if  not  re- 
moved in  time. 

BIBLIOGRAPHY 

1.  Malignant  Potential  of  Polypoid  Lesions  of  the 
Colon  and  Rectum.  R.  C.  Horn,  Cancer,  Vol.  28, 
No.  1,  pp  146-152,  July  1971. 

2.  Cancer  Diagnosis,  Treatment  and  Prognosis,  L.  V. 
Ackerman  and  del  Regato,  pp  490-492,  CV  Mosby 
Co.,  St.  Louis,  1970. 

3.  Malignant  Potential  of  Adenomas  of  Colon  and 
Rectum.  H.  T.  Enterline  et  al,  JAMA,  Vol.  179, 
pp  322-330,  Feb.  3,  1967. 

4.  Do  Adenomatous  Polyps  of  the  Colon  Become 
Malignant?  B.  Castleman  and  H.  I.  Krickstein, 
NEJM,  Vol.  267,  pp  469-475,  Sept.  6,  1967. 

5.  Villous  Adenocarcinoma  of  Colon  With  Pronounced 
Electrolyte  Disturbance.  J.  R.  Shamblin  et  al,  An- 
nals of  Surgery,  Vol.  156,  pp  318-326,  1962. 

6.  Villous  Adenoma  of  Rectosigmoid  Accompanied  by 
Electrolyte  Depletion,  S.  S.  Solomon  et  al  JAMA, 
Vol.  194,  No.  1,  pp  5-10,  Oct.  4,  1965. 

7.  Villous  Adenomas  of  the  Large  Intestine  With  Fluid 
and  Electrolyte  Depletion.  C.  W.  Findlay,  Jr.  and 
T.  F.  O’Connor,  JAMA,  Vol.  176,  No.  5,  pp  404-408. 

8.  A Case  of  Villous  Adenoma  of  the  Rectum  With 
Hyperaldosteronism  and  Unusual  Renal  Mani- 
festations. Y.  H.  Pitch  et  al  Am.  .1.  Med.,  Vol.  39, 
pp  483-491  Sept.  1965. 


Letters  to  the 


Editor 


Gentlemen : 

I realize  this  letter  is  very  belated,  but  I wish 
to  express  my  appreciation  to  your  group  for 
providing  funds  which  were  used  as  prize 
money  in  the  editorial  contest  open  to  South 
Dakota  newspapers. 

I was  very  flattered  and  appreciative  to  have 
been  selected  as  the  winner  among  weekly 
newspaper  editors  for  the  editorial  on  the  fight 
against  cancer  which  was  entered  in  the  contest 
on  our  behalf  by  one  of  our  local  ladies. 

I want  you  to  know  that  the  $50  check  was 
put  to  very  good  use.  It  was  endorsed  and 
turned  over  to  our  local  unit  (West  Lincoln) 
of  the  American  Cancer  Society. 

Thank  you  again  for  your  participation  in 
this  project  and  for  your  ceaseless  efforts  in 
the  fight  against  cancer. 

Sincerely  yours, 
Verlyn  Hofer 
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DENT’S 
A G E 


Since  this  is  the  last  Journal  to  be  received  by  all 
physicians  prior  to  the  start  of  the  1974  legislative 
session,  I felt  that  Dr.  Karl  Wegner’s  comments  on 
the  medical  school  would  be  appropriate  for  this 
December  issue. 

Best  wishes  for  a Happy  Holiday! 

T.  H.  Sattler,  M.D. 
President 


It  is  a pleasure  to  substitute  for  Dr.  Sattler  in  writing  the  President’s  Page  for  this  month. 
Ted  has  worked  untiringly  in  his  efforts  to  sustain  and  develop  the  plans  for  a degree  granting 
medical  school  for  South  Dakota,  and  I avail  myself  of  this  opportunity  to  inform  the  members 
of  the  Association  on  progress  to  date. 

The  most  important  recent  development  is  the  overwhelming  endorsement  of  the  degree  grant- 
ing concept  by  the  Legislative  Research  Council’s  Committee  on  Medical  Education  which  fol- 
lowed a day-long  open  hearing  in  Pierre  on  November  7.  This  committee  was  formed  by  legisla- 
tive direction  earlier  this  year  to  study  all  possible  alternatives  to  medical  education  for  South 
Dakota  and  to  submit  its  recommendations  to  the  next  legislature.  Its  membership  is  composed 
of  seven  legislators,  two  laymen  and  two  physicians,  Dr.  W.  R.  Taylor  and  Dr.  C.  B.  McVay.  It 
was  my  privilege  to  work  with  this  committee  on  certain  aspects  of  this  problem,  and  I was  im- 
pressed by  the  interest  and  dedication  of  each  of  its  members.  The  hearing  room  was  filled  at 
the  Pierre  meeting  to  accept  the  testimony  of  seventeen  individuals  and  organizations,  all  in  sup- 
port of  the  degree  granting  medical  school.  Further  affirmation  came  on  this  same  date  in  the 
form  of  a strong  endorsement  for  a degree  granting  medical  school  from  Lieutenant  Governor 
William  Dougherty. 

The  Citizens  Committee  for  Medical  Advancement  has  been  reconstituted  under  the  able  lead- 
ership of  Chairman  John  Olson  of  Pierre.  Evans  Nord  of  Sioux  Falls  is  serving  as  vice  chairman. 
This  statewide  bipartisan  committee  has  assumed  the  responsibility  for  the  overall  direction  of 
an  ongoing  effort  to  inform  and  to  educate  our  citizens  of  the  problems  regarding  medical  educa- 
tion and  health  care  in  South  Dakota. 

Much  remains  to  be  done  and  plans  regarding  the  exact  form  for  a four  year  medical  school 
in  South  Dakota  are  not  yet  final.  Of  course,  the  two  year  basic  sciences  School  of  Medicine  would 
be  continued  at  Vermillion  with  no  new  facilities  or  construction.  The  third  and  fourth  years  would 
be  based  principally  in  existing  clinical  facilities  in  Yankton  and  Sioux  Falls.  However,  the  possibil- 
ity of  taking  a substantial  amount  of  either  the  third  or  fourth  year  at  one  of  the  regional  out-of- 
state  medical  centers  remains  a possibility  which  has  received  strong  support  from  a number  of 
clinical  faculty  and  practicing  physicians.  It  is  anticipated  that  a student  body  of  about  200  would 
make  up  the  program  in  its  first  years:  65  freshmen,  65  sophomores,  35  juniors  and  35  seniors. 
As  anticipated  transfer  problems  increase,  there  would  be  provision  for  enlarging  the  size  of  the 
junior  and  senior  classes.  The  program  would  be  carefully  coordinated  with  graduate  training 
programs  already  in  existence  in  Sioux  Falls  and  Yankton,  and  participation  by  other  communi- 
ties in  the  state  would  be  welcomed  to  the  extent  of  the  interest  and  capabilities  shown. 

Much  work  has  been  put  into  the  budget.  It  has  been  studied  carefully  by  faculty  and  budget 
officials  at  the  University  and  at  our  State  Capitol.  It  has  been  discussed  with  a number  of  deans 
of  other  community  hospital-based  medical  schools  who  consider  it  feasible  and  realistic.  In 
terms  of  state  dollars,  it  provides  for  stepwise  annual  state  increases  of  $500,000  from  our  present 
base  of  approximately  $800,000  to  $2.3  million — then  a final  $200,000  fourth  year  increase  to  a 
total  of  $2.5  million  state  budget  four  years  from  now.  There  remains  the  possibility  for  addi- 
tional substantial  help  from  federal  and  private  sources.  (Continued  on  Page  20) 
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DIAGNOSTIC  LAPAROSCOPY-A  NEW  DIAGNOSTIC 
AND  THERAPEUTIC  MODALITY 


By 

M.  G.  Mutch,  Jr.,  M.D.,  F.A.C.O.G.* 


A new  procedure  for  diagnosis  and  treatment 
of  intra-abdominal  and  pelvic  conditions  is 
described.  Laparoscopy  allows  early  diagnosis 
with  lower  morbidity  and  complication  rate 
than  previous  procedures.  It  is  a safe  and  ef- 
fective method  of  tubal  ligation  with  shorter 
hospitalization  time.  The  technique,  indica- 
tions, contraindications  and  complications  as 
well  as  the  authors  personal  experience  are 
described. 

Laparoscopy  is  the  optical  visualization  of 
the  abdominal  cavity  and  pelvic  contents  by 
use  of  an  optical  system  plus  illumination.  It 
is  made  possible  now  because  of  the  develop- 
ment of  fiber  optic-cold  light.  Previous  light 
sources  were  incadescent  light  which  created 
heat  at  the  light  source  and  could  result  in  tis- 
sue damage  with  many  subsequent  complica- 
tions. The  safe  introduction  of  carbon  dioxide 
into  the  peritoneal  cavity  to  create  a pneumo- 
peritoneum and  the  application  of  a Semms 
suction  sound  to  the  cervix  assist  in  the  ease 
in  which  the  procedure  is  accomplished.  Dr. 
Ott,  in  1901,  in  Petrograd,  first  attempted  in- 
spection of  the  abdominal  cavity.  Jacobaeus, 
of  Stockholm,  in  1910  is  considered  the  first 
to  describe  laparoscopy  in  the  human.  Orndoff, 
of  Chicago,  in  1920,  published  a paper  entitled, 
“The  Peritoneoscope  in  Diagnosis  of  Diseases 
of  the  Abdomen.”  In  1946,  Palmer  perfected 
the  technique  described  as  laparoscopy  in  a 


^Obstetrician  and  Gynecologist,  Sioux  Valley  Hospital, 
Sioux  Falls,  South  Dakota. 


paper  called,  “Gynecologic  Celioscopy,”  and  re- 
ported on  250  cases.  Two  Americans,  Fear, 
1968,  and  Cohen,  1968,  stimulated  great  in- 
terest in  laparoscopy  in  this  country.1 

There  is  controversy  between  general  sur- 
geons and  gynecologists  regarding  the  value 
of  laparoscopy  because  of  confusion  with  other 
techniques.  Some  general  surgeons  have  used 
a procedure  called  peritoneoscopy  in  the  past 
and  have  found  it  to  be  unrewarding.  I am  not 
discussing  the  same  thing  as  the  techniques, 
instruments  and  indications  are  much  dif- 
ferent. 

With  the  development  of  therapeutic  laparo- 
scopy the  procedure  has  really  come  into  its 
own.  The  most  common  surgical  procedure  is 
sterilization.  Many  studies  have  shown  the 
reliability  and  safety  of  laparoscopic  steriliza- 
tion. 

Patrick  Steptoe,  of  Lancaster,  England, 
opened  his  talk  of  Gynecological  Laparoscopy 
at  the  Annual  Meeting  of  the  Gynecological 
Laparoscopists,  with  the  following  quotation 
from  Robert  Boyle,  from  1680,  “He  that  hath 
seen  hath  more  reason  to  believe  than  he  that 
hath  not.” 

The  procedure  is  as  follows:  The  patient 

comes  into  the  hospital  the  evening  before 
surgery,  a periumbilical  prep  and  enema  is  giv- 
en that  evening  before.  The  patient  is  NPO 
and  at  6:30  a.m.,  a hypo  is  given  consisting  of 
Demerol.  50  mgm..  Valium  10  mgm.,  and  Atro- 
pine 0.4  mgm.,  I.M.  The  patient  is  taken  to 
surgery. 
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The  patient  is  put  into  a dorsal  lithotomy 
position.  Her  abdomen  and  vagina  are  prepped. 
A Semms  suction  sound  is  applied  to  the  cervix 
and  a small  left  periumbilical  incision  is  made. 
A general  anesthetic  using  sodium  pentothal 
and  nitrous  oxide  is  used.  Innovar  is  used  in 
some  patients.  All  patients  are  intubated  and 
a gastric  tube  is  inserted.  A pneumoperitoneum 
is  created  by  means  of  a verres  needle  using 
3-5  liters  of  CO-.  The  pressure  and  flow  is 
regulated  with  the  Semm  insufflator.  A lap- 
aroscopic trocar  is  inserted,  followed  by  the 
laparoscope.  Inspection  of  the  upper  and  lower 
abdomen  and  abdominal  contents  is  accom- 
plished. A secondary  incision  is  made  in  the 
left  lower  quadrant  and  a plastic  cannula  is  in- 
serted. Through  this  cannula,  the  instruments 
for  sterilization  or  a probe  for  manipulation  or 
aspiration  can  be  inserted.  The  pneumoperi- 
toneum is  removed  upon  completion  of  the  pro- 
cedure, the  trocars  are  removed  and  the  skin 
is  closed  with  skin  clips.  The  patient  is  then 
returned  to  her  room  and  bed. 

Most  patients  are  able  to  leave  the  hospital 
the  day  of  surgery.  The  clips  are  removed  in 
the  office  in  72  hours. 

What  are  the  indications  for  laparoscopy? 

1.  Sterilization 

2.  Diagnostic 

A.  Infertility 

B.  Pelvic  pain 

C.  Congenital  anomalies 

D.  Second  look  procedures 

E.  Removal  of  I.U.D. 

Contraindications. 

1.  Patients  in  whom  anesthesia  is  contra- 
indicated 

2.  Intestinal  obstruction 

3.  Peritonitis 

4.  Extensive  abdominal  scarring  from  pre- 
vious surgery 


Cohen  in  comparing  laparoscopy  and 

culdo- 

scopy  using  300  cases  showed2 

Culdo- 

Laparo- 

scopy 

scopy 

Incomplete  visualization 
Laparoscopy  when  culdoscopy 

30 

37 

not  indicated 

— 

66 

Culdoscopy  when  laparoscopy 

is  not  indicated 

1 

— 

Failure  of  technique 

5 

1 

Complications:  A recent  article  in  the 

MEDICAL  WORLD  NEWS3  shows 
1.  Anesthetic  accidents  9 


2.  Insufflation  difficulties 

9 

3.  Surgical  trauma 

38 

4.  Electrocoagulation  of  bowel 

16 

5.  Cystitis  or  P.I.D. 

10 

This  is  reviewing  12,000  cases. 

Cohen  in  his  book,  LAPAROSCOPY,  CULDO- 

SCOPY  AND  GYNECOGRAPHY4  reviews  22,- 
590  cases  in  which  he  reports  32  deaths,  13 
could  be  attributed  to  the  procedure  itself. 

I believe  that  the  complication  rate  from 
laparoscopic  sterilization  is  less  than  that  from 
surgical  sterilization,  i.e. ; Hakenson,  THE 
AMERICAN  JOURNAL  OF  OBSTETRICS 
AND  GYNECOLOGY,  February,  19735  showed 
a 10  percent  morbidity  and  complication  rate 
with  2.6  percent  serious  complications  in  post 
partum  pomeroy  sterilization. 

Hulka,  Chairman  of  the  Committee  of  Asso- 
ciations on  Laparoscopy,  feels  that  most  of  the 
complications  are  produced  when  certain  varia- 
tions in  techniques  are  attempted,  such  as  no 
anesthesia,  poor  pneumoperitoneum,  no  intuba- 
tion or  in  the  learning  stage  when  the  physi- 
cian is  just  learning  the  procedure. 

The  added  advantage  of  the  laparoscopy  is  a 
short  hospital  stay  and  the  relatively  low  ex- 
pense as  compared  to  an  abdominal  laparotomy. 
The  recovery  rate  is  virtually  100  percent  with- 
in 24  to  48  hours  following  laparoscopy.  After 
the  technique  has  been  mastered,  the  compli- 
cation rate  is  low. 

My  experience  since  March  27,  1971  to  Sep- 
tember 1,  1973  is  as  follows: 


Tubal  ligations  175 

Diagnostic  procedures  58 


Total  233 

Complications : 

Perforation  of  inferior 

epigastric  artery  1 

Post-operative  P.I.D.  2 

Pneumo-omentum  failed  1 

Pelvic  vessel  hematoma  1 

Adenocarcinoma  of 

endometrium  1 

Diagnostic  laparoscopy  50 

Infertility  patients  26 


17  Endometriosis 

6 Normal  pelvis 

1 Follicular  cyst 

2 Tubal  occlusion 

Pelvic  pain  24 

7 Require  surgery 
14  Negative  pelvis 
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3 P.I.D. 

Incidental  use: 

1 Choriocarcinoma — infarcted  ovary 

2 Congenital  anomaly 

2 Carcinoma  of  the  ovary 

2 I.U.D. 

1 Amenorrhea 

It  is  interesting  that  of  the  26  infertility  pa- 
tients, endometriosis  was  found  in  17.  Ten  of 
the  17  required  surgery  and  7 of  them  were 
treated  medically.  Two  patients  with  tubal  oc- 
clusions were  operated  on  and  tubo-plasties  per- 
formed. Twenty-four  cases  of  pelvic  pain  were 
operated  on,  7 of  which  required  laparotomy 
and  definitive  surgical  therapy.  These  were 
cases  of  ectopic  pregnancy  and  more  advanced 
endometriosis.  The  incidental  uses  are  self  ex- 
planatory. 

Conclusion : Laparoscopy  is  a significant  ad- 
dition to  the  armamentarium  of  the  gynecolo- 
gist. It  is  extremely  useful  in  the  diagnosis  of 
obscure  pelvic  pathology  and  save  a great  num- 


ber of  unnecessary  laparotomies.  There  is  a 
decrease  in  both  the  morbidity  and  the  expense 
to  the  patient.  While  it  is  a relatively  simple 
procedure,  a high  degree  of  skill  is  needed  to 
avoid  the  complications  described. 

Its  use  in  voluntary  sterilization  is  well  dem- 
onstrated at  a time  when  permanent  steriliza- 
tion is  increased  from  1:17.9  deliveries  in  1962 
to  1:4.3  deliveries  in  1971. 

The  advantages  are: 

1.  Patient  acceptance 

2.  Low  morbidity 

3.  High  success  rate 

4.  Relatively  low  cost 

5.  Short  hospitalization 

I am  sure  it  is  like  all  new  procedures  which 
have  developed  in  medicine.  The  procedure  is 
a good  one.  How  much  good  it  does  will  not  de- 
pend on  the  procedure,  but  on  the  physician 
utilizing  it.  It  is  not  a substitute  for  a pelvic 
and  it  is  not  a panacea  for  all  pelvic  pathology. 


Figure  I 

Normal  pelvis.  Both  ovaries  hang  free  on  the  posterior 
leaf  of  the  broad  ligament.  Normal  with  free  mobility 
of  fibmbrea,  uterus  anterior  and  normal  size. 


Figure  II 

29  year  old  para  4004  who  had  I.U.D.  inserted  18 
months  previously,  unable  to  find  the  string  and  x-ray 
examination  confirmed  extra-uterine  position.  Laparos- 
copy performed  and  I.U.D.  easily  removed.  Patient 
discharged  the  same  day. 
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Figure  III 

24  year  old  para  3003  admitted  with  abnormal  men- 
strual period,  slight  staining  and  left  lower  quadrant 
pain.  Pelvic  examination  confirmed  tenderness  and  a 
thickening  in  the  left  adnexal  area  was  found.  Laparos- 
copy confirmed  preoperative  diagnosis  of  ectopic  preg- 
nancy and  laparotomy  and  salpingectomy  was  per- 
formed. 
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Figure  IV 

27  year  old  infertile  patient  with  entirely  negative  in- 
fertility workup.  Significant  finding  was  right  adnexal 
tenderness  and  dysmenorrhea.  Laparoscopy  showed 
endometrioma  as  illustrated  in  photo  which  was  opened 
with  the  probe.  Resection  of  ovary  followed  by  preg- 
nancy 1 Zi  years  later. 
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(Continued  from  Page  16) 

Acceptation  procedures,  admission  procedures  and  standards  to  ensure  a quality  education 
program  would  be  no  different  from  that  of  any  other  medical  school.  Continuation  of  the  school 
in  South  Dakota  would  ensure  the  training  of  some  450  other  students  in  allied  health  programs 
and  medical  sciences  who  now  receive  this  education  at  USD.  And  it  would  ensure,  of  course,  a 
“portal  of  entry”  for  the  young  South  Dakotan  who  wishes  to  embark  on  a career  as  a physician. 
Continuing  education  programs  for  practicing  physicians  at  the  regional  medical  centers  already 
identified  by  the  study  of  the  State  Medical  Association  would  be  supported. 

It  is  particularly  important  at  this  phase  of  development  to  have  the  input  of  as  many  people 
as  possible,  and  particularly  the  input  of  the  members  of  the  State  Medical  Association.  If,  indeed, 
this  is  to  be  a school,  it  will  be  your  school,  assisted  by  and  largely  staffed  by  you.  Not  all  physi- 
cians will  approach  the  concept  of  this  school  with  the  same  degree  of  enthusiasm  and  confidence, 
and  it  is  vital  to  have  the  suggestions  and  constructive  criticisms  of  all  of  you.  Now  is  the  time 
for  open  dialogue.  It  will  be  welcomed  and  appreciated. 

Karl  Wegner,  M.D.,  Dean 
School  of  Medicine 
University  of  South  Dakota 
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News  Notes  • Changes  • Births  • News 


A seminar  on  death  and 
dying  sponsored  by  St.  Ann 
Hospital,  Watertown,  was 
moderated  by  G.  E.  Tracy, 
M.D.,  Watertown. 

James  Shaeffer,  M.D., 

Sioux  Falls,  was  the  main 
speaker  at  the  Huron  Area 
Right-to-Life  meeting  which 
was  attended  by  approximate- 
ly 140  persons. 

South  Dakota  physicians 
attending  the  Annual  Scien- 
tific Assembly  of  the  Ameri- 
can Academy  of  Family  Phy- 
sicians in  Denver  included  S. 
W.  Allen,  M.D.  and  John 
Stransky,  M.D.,  Watertown; 
R.  J.  Zakahi,  M.D.,  Pierre ; 
A.  P.  Reding,  M.D.,  Marion ; 
D.  M.  Patterson,  M.D.  and  Al- 
vin Scheffel,  M.D.,  Redfield ; 
A.  P.  Peeke,  M.D.,  Volga; 
Bruce  Lushbough,  M.D., 
Brookings ; E.  J.  Hofer,  M.D., 
Freeman;  and  L.  W.  Holland, 
M.D.,  Chamberlain.  Dr.  and 
Mrs.  A.  P.  Reding  were  hon- 
ored guests  at  a dinner  given 
by  the  South  Dakota  Chapter 
at  which  time  a plaque  was 
presented  to  Dr.  Reding  com- 
memorating his  long  service 
to  the  Academy,  both  on  the 
state  and  national  level.  Dr. 
Reding  recently  completed 
his  term  as  delegate  after 
serving  in  that  capacity  for 
19  years. 


Mrs.  Winston  Odland,  Ab- 
erdeen, president  of  the  Wom- 
an’s Auxiliary  of  the  South 
Dakota  State  Medical  Asso- 
ciation, attended  the  fall  lead- 
ership conference  of  the 
Woman’s  Auxiliary  to  the 
AMA  held  in  Chicago. 

Reuben  J.  Bareis,  M.D.  and 
Myron  Jerde,  M.D.,  Rapid 
City,  spoke  at  the  combined 
meeting  of  the  American  Col- 
lege of  Physicians  and  the 
South  Dakota  Society  of  In- 
ternal Medicine  held  at  the 
University  of  South  Dakota 
Medical  School. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


South  Dakota  physicians 
attending  the  North  Central 
Medical  Conference  in  Min- 
neapolis included  T.  H.  Satt- 
ler,  M.D.,  Yankton  ; E.  A.  Hof- 
er, M.D.  and  Paul  Hohm,  M. 
D.,  Huron;  Eldon  Bell,  M.D., 
Webster;  A.  P.  Reding,  M.D., 
Marion;  and  R.  E.  Van  De- 
mark, M.D.,  Sioux  Falls.  Dr. 
Reding  received  a standing 
ovation  for  his  part  in  the 
song  and  dance  number,  “Hey, 
Big  Spender”  during  the  Sat- 
urday evening  program. 

^ ^ ^ 

Robert  Hayes,  M.D.,  Pierre, 
was  the  guest  speaker  at  the 
noon  luncheon  of  the  State 
Senior  Citizens  meeting  held 
in  Winner. 

Mrs.  Kay  Carlson  of  the 
women’s  news  department  of 
the  Sioux  Falls  Argus  Leader 
and  Mr.  Verlyn  Hofer,  editor 
of  the  Lennox  Independent, 
each  received  a plaque  and  a 
$50  cash  award  for  newspaper 
features  on  cancer.  The 
awards  sponsored  by  the 
South  Dakota  Press  Associa- 
tion and  the  South  Dakota 
State  Medical  Association 
were  presented  at  the  annual 
meeting  of  the  South  Dakota 
Division  of  the  American 
Cancer  Society.  B.  T.  Otey, 
M.D.,  Flandreau,  was  re- 
elected president  of  the  South 
Dakota  Division  at  that  meet- 
ing. 
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Recommendations  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visitsto  a physician's  of- 
fice or  clinic." 


^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
1 of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 
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DIAGNOSTIC  PATTERNS  IN  DISABILITY 
SOUTH  DAKOTA  AND  THE  NATION 

By  Stephen  M.  Brzica,  M.D. 

Chief  Medical  Officer 
Disability  Determination  Unit 
Sioux  Falls,  South  Dakota 


This  short  statistical  analysis  of  data  com- 
piled by  the  Social  Security  Administration 
shows  the  extent  and  nature  of  South  Da- 
kota’s participation  in  the  social  security 
disability  program.  It  compares  some  of  the 
State’s  data  with  national  averages,  and  in- 
cludes a comparison  of  worker  disability  al- 
lowances by  diagnostic  groups  for  South  Da- 
kota and  the  U.  S.  overall. 


Under  the  provisions  of  the  social  security 
disability  program,  the  nation’s  largest  dis- 
ability plan,  a worker  under  65  can  receive 
monthly  benefits  if  he  or  she  becomes  unable 
to  work  due  to  a mental  or  physical  impairment 
that  has  lasted — or  is  expected  to  last — at  least 
12  months  or  is  expected  to  result  in  death. 

More  than  96  million  workers  can  count  on 
monthly  cash  benefits  in  the  event  of  such 
severe  and  extended  disability.  In  addition,  the 
dependents  of  these  workers  are  also  eligible 
for  monthly  benefits.  Over  1.8  million  workers 
and  1.4  million  dependents  are  now  receiving 
disability  benefits  at  the  rate  of  almost  $5  bil- 
lion a year. 

Currently,  4,650  disabled  workers  in  South 
Dakota  are  collecting  $759,999  a month  in  bene- 
fits. In  addition,  947  wives  or  husbands  of  dis- 
abled workers  and  2,876  children  of  disabled 
workers  in  South  Dakota  are  receiving  $48,520 
and  $135,523,  respectively. 

The  latest  year  for  which  tabulated  data  is 
available  showing  disabled  worker  diagnostic 


patterns  by  state  is  1970.  Disabled  workers  in 
South  Dakota  who  began  receiving  benefits  in 
that  year  constituted  937  of  the  350,384  new 
beneficiaries  nationwide. 

Table  1 compares  the  frequency  of  diagnostic 
groups  in  South  Dakota  with  the  U.  S.  overall. 
It  shows  that  diseases  of  the  circulatory  system 
comprised  the  largest  diagnostic  group  in  the 
country  in  1970.  Diseases  of  the  musculo- 
skeletal system  and  mental  disorders,  including 
psychoneurotic  and  personality  disorders,  were 
the  second  and  third  largest  diagnostic  groups, 
respectively.  All  states  do  not,  however,  follow 
this  pattern. 

Within  these  overall  diagnostic  groups,  the 
most  prevalent  primary  diagnosis  in  both  South 
Dakota  and  the  nation  in  1970  was  chronic 
ischemic  heart  disease.  South  Dakota  recorded 
162  cases  that  year.  The  nation’s  second  most 
common  primary  diagnosis,  schizophrenic  dis- 
orders, accounted  for  67  cases  in  South  Da- 
kota. Following  these,  in  order  of  decreasing 
national  prevalence,  was  osteoarthritis  and  al- 
lied conditions,  with  South  Dakota  reporting 
51  cases,  followed  by  emphysema  with  27  cases. 
There  were  24  cases  of  displacement  of  inter- 
vertebral disc  in  South  Dakota ; 19  cases  of 
diabetes  mellitus,  and  rheumatoid  arthritis  and 
allied  conditions  accounted  for  34  cases  in  South 
Dakota  that  year.  Cerebrovascular  disease, 
listed  eighth  among  the  most  prevalent  primary 
diagnoses  in  1970,  recorded  27  cases  in  South 
Dakota ; malignant  neoplasm  of  trachea  and 
lung  17  cases ; and  neuroses  ranked  tenth  with 
19  cases. 
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Additional  information  about  the  social  se- 
curity disability  program  in  South  Dakota  can 
be  obtained  through  the  Disability  Determina- 


tion Unit,  Post  Office  Box  912,  Sioux  Falls, 
South  Dakota  57101,  Telephone  339-6611. 


Table  1.  — Social  Security  Worker  Disability  Allowances  1970  — Diagnostic  Groups 

Diagnostic  Group  U.  S.  SOUTH  DAKOTA 


Diseases  of  the  circulatory  system  

108,906 

31.1% 

243 

25.9% 

Diseases  of  the  musculo-skeletal  system 

_ 52,086 

14.9% 

148 

15.9% 

Mental,  psychoneurotic,  and 
personality  disorders 

38,406 

11.0% 

158 

16.9% 

Neoplasms 

_ __  36,095 

10.3% 

97 

10.4% 

Accidents,  poisonings,  and  violence 

28,231 

8.1% 

74 

7.9% 

Diseases  of  the  respiratory  system 

24,254 

6.9% 

73 

7.8% 

Diseases  of  the  nervous  system  and 
sense  organs 

22,575 

6.4% 

71 

7.6% 

Allergic,  endocrine  system,  metabolic,  and 
nutritional  diseases 

13,141 

3.8% 

24 

2.6% 

Diseases  of  the  digestive  system  

9,051 

2.6% 

16 

1.7% 

Infective  and  parasitic  diseases 

..  _ 8,760 

2.5% 

9 

1.0% 

Other 

__  8,875 

2.5% 

24 

2.6% 

TOTAL 

350,384 

IOQ.0%1 

937 

IOQ.0%1 

1 Figures  may  not  total  100.0%  due  to  rounding. 


EMERGENCY  ROOM 

PHYSICIANS  WANTED 

[m] 

Present  group  successfully  servicing  two 
accredited  hospitals ; $30,000  guaranteed 
minimum  salary  plus  fringes,  includes 

FOR  PROFESSIONAL 

month’s  vacation.  Preference  given  Emer- 

BANKING  SERVICES 

gency  Room  specialists.  Will  assist  with 

WITH  A PERSONAL 

relocation. 

TOUCH,  JOIN  THE 
SWING  TO  ...  . 

Location : small,  friendly  city,  easy  access 

to  three  metropolitan  areas. 

Ihe  Wide-Awake  Bank ” 

Write:  James  H.  Donaldson,  Jr., 

Administrator 

FIRST  NATIONAL  BANK 

Mercy  Hospital 

1248  Kinneys  Lane 
Portsmouth,  OH  45662 

IN  SIOUX  FALLS 

MAIN  OFFICE  DOWNTOWN 

Include  brief  resume. 

DOWNTOWN  AUTO  BANK 
WESTERN  MALL  BRANCH 

INDUSTRIAL  BRANCH 
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Modem  Press  Inc. 

808  West  Ave.  North 

605-336-2377 

Sioux  Falls,  South  Dakota  57104 


A NEW  CAREER— PSYCHIATRY 

Many  outstanding  Family  Practitioners 
find  during  a successful  career  their  needs 
and  interests  change  and  their  family’s  needs 
change — so  consider  a second  career  in  psy- 
chiatry. Our  residency  training  program  is 
a small,  truly  eclectic,  university  based  pro- 
gram in  Omaha  connected  with  the  Univer- 
sity of  Nebraska  College  of  Medicine.  We 
balance  a carefully  planned  core  curriculum 
with  flexible  electives  in  the  best  tradition 
of  modern  psychiatric  education.  Our  faculty 
is  particularly  interested  in  Family  Practi- 
tioners. Those  who  have  entered  our  pro- 
gram in  the  past  have  made  excellent  resi- 
dents and  gone  on  to  a successful  career  in 
psychiatry.  In  many  cases,  Doctor,  the  needs 
of  psychiatry  can  best  be  met  by  a return 
to  the  same  region  where  you  practiced — in 
a new  career.  A generous  salary  schedule  is 
available  that  will  provide  for  you  and  your 
family  during  three  years  of  training.  A few 
positions  are  available  at  the  Nebraska  Psy- 
chiatric Institute  for  1974.  Contact  us  for 
an  interview  with  one  of  our  Family  Prac- 
titioners who  are  now  in  training. 

Write  Merrill  T.  Eaton,  Jr.,  M.D.,  Nebras- 
ka Psychiatric  Institute,  602  South  45th 
Street,  Omaha,  Nebraska  68106  or  call  Area 
Code  402,  541-4600. 


PHYSICIAN  EDUCATION 
PROGRAM  IN  FAMILY 
PLANNING  AT  UCLA 

Sponsored  by  the  American  College  of  Ob- 
stetrics and  Gynecology.  Approved  for 
credit  by  the  American  Academy  of  Gen- 
eral Practice.  A one  week,  no  tuition,  sem- 
inar, March  11-15,  1974,  covering  the 
areas  of  Clinical  Contraception,  Family 
Planning  Administration,  and  Human  Sex- 
uality. 

After  attending  the  seminar  physicians 
have  the  option  of  returning  for  2-4  days 
of  clinical  skill  development  (no  tuition) 
and/or  learning  surgical  procedures  (tui- 
tion) . 

For  more  information  contact : 

Irvin  M.  Cushner,  M.D. 

Ob-Gyn  Department 

UCLA  Center  for  the  Health 

Sciences 

Room  24-139 

Los  Angeles,  CA  90024 

Telephone  (213)  825-1046 
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COUNCIL  MEETING  MINUTES 
9:30  A.M  Ramada  Inn 

Saturday,  October  13,  1973  Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  at  9:30  a.m.  by  Dr. 
Fred  Leigh,  Chairman  of  the  Council.  Those  present 
for  roll  call  were  Doctors  T.  H.  Sattler,  R.  E.  Van  De- 
mark, G.  E.  Tracy,  A.  P.  Reding,  R.  H.  Quinn,  Fred 
Leigh,  John  B.  Gregg,  W.  R.  Taylor,  David  Seaman, 
Bruce  Lushbough,  Harvard  Lewis,  B.  J.  Begley,  T.  E. 
Mead,  R.  G.  Nemer,  James  Ryan,  Eldon  Bell,  Commis- 
sion Chairmen,  B.  C.  Gerber,  M.D.  and  H.  Phil  Gross, 
M.D.  and  student  representative  Geof  Slingsby. 

Dr.  Begley  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  have 
been  published.  The  motion  was  seconded  by  Dr.  Lush- 
bough and  carried. 

Dr.  Leigh  introduced  guests,  Dr.  R.  S.  Westaby  of 
the  State  Health  Department  and  Dr.  Karl  Wegner, 
Dean  of  the  Medical  School. 

Dr.  Tracy  moved  that  Dr.  Warren  Jones  and  Dr. 
Paul  Aspaas  be  accepted  as  Councilors  from  the  Sioux 
Falls  District  and  Dr.  Harold  Frost  be  accepted  as 
Councilor  from  the  Black  Hills  District.  The  motion 
was  seconded  by  Dr.  Seaman  and  carried. 

Dr.  Tracy  moved  that  the  Council  accept  the  follow- 
ing as  alternate  Councilors:  L.  M.  Linde,  M.D.,  North- 
west District;  Clark  F.  Johnson,  M.D.,  Yankton  Dis- 
trict; Karl  Kosse,  M.D.,  Aberdeen  District;  E.  H.  Hein- 
richs, M.D.,  Watertown  District;  David  Buchanan, 
M.D.,  Huron  District;  and  Edward  Daw,  M.D.,  D.  L. 
Ensberg,  M.D.,  John  S.  Devick,  M.D.,  Sioux  Falls  Dis- 
trict. The  motion  was  seconded  by  Dr.  Seaman  and 
carried.  Dr.  Heinrichs  was  seated  as  the  alternate 
Councilor  from  the  Watertown  District  at  this  time. 

Mr.  Johnson  briefly  discussed  the  Association  build- 
ing plans,  and  stated  that  construction  should  begin 
within  two  weeks.  Mr.  Johnson  requested  that  the 
Council  appoint  a Finance  Committee  to  consider  the 
investments  and  finances  for  the  State  Association. 
Dr.  Sattler  moved  that  the  Executive  Committee  and 
the  Chairman  of  the  Commission  of  Internal  Affairs, 
Communications  and  Liaison  comprise  the  consulting- 
committee  for  finance.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried. 

Dr.  Muggly  reported  on  the  status  of  the  Foundation 
and  the  Articles  of  Incorporation.  Dr.  Quinn  reported 
on  the  recent  meeting  he  attended  concerning  PSRO 
and  urged  the  Association  to  incorporate  the  Founda- 
tion as  soon  as  possible.  He  stated  that  the  Regional 
Medical  Program  provided  a $9,100  grant  to  PSRO  to 
hire  a full  time  person  to  study  and  work  on  PSRO  in 
South  Dakota.  Dr.  Lushbough  moved  that  the  officers 
and  councilors  of  the  Association  serve  as  the  initial 
Board  of  Directors  for  the  Foundation  and  that  the 
proposed  Articles  of  Incorporation  be  accepted  with 
the  following  changes: 

Article  XV 

The  corporation  may  exercise  only  such  powers  as 
may  be  in  furtherance  of  its  purposes  determined 
to  qualify  it  as  an  exempt  corporation  under  Sec- 
tion 501  (c)  (3)  of  the  Internal  Revenue  Code  of 
1954,  as  that  Section  may  from  time  to  time  here- 
after be  amended. 

Article  V 

The  registered  officer  of  this  corporation  shall  be 
Robert  D.  Johnson  and  the  registered  office  of 
this  corporation  shall  he  711  North  Lake  Avenue, 
Sioux  Falls,  South  Dakota. 

The  motion  was  seconded  by  Dr.  Bell.  Dr.  Tracy 
moved  that  the  motion  be  amended  to  state  the  Board 
of  Directors  shall  include  the  officers  and  councilors 
of  the  State  Association  and  Dr.  J.  A.  Muggly,  who 
shall  act  as  Chairman  of  the  Executive  Committee,  and 
that  the  Board  of  Directors  shall  have  the  authority  to 
take  whatever  action  they  deem  necessary  regarding 
the  Foundation.  The  motion  was  seconded  by  Dr.  Bell 
and  carried.  The  motion  as  amended  was  carried.  Dr. 


Tracy  moved  that  the  president,  president  elect  and 
the  vice  president  be  named  as  incorporators  for  the 
Foundation  and  that  Dr.  Muggly  as  Chairman  of  the 
Executive  Committee,  and  Dr.  Quinn  select  other  mem- 
bers from  the  Board  of  Directors  to  serve  on  the  Execu- 
tive Committee.  The  motion  was  seconded  by  Dr. 
Lushbough  and  carried. 

Dr.  Westaby  commented  briefly  on  the  report  of  the 
MUHS  program  for  the  Council’s  information. 

Mr.  Johnson  reported  on  the  travel  insurance  for  the 
officers,  councilors  and  staff  members  of  the  Associa- 
tion. He  stated  that  when  the  policy  comes  up  for  re- 
newal in  the  spring  this  coverage  will  be  transferred 
to  the  Central  Life  and  Casualty  Company  which  can 
offer  the  same  coverage  at  a lower  premium. 

Dr.  Heinrichs  reported  on  the  continuing  medical 
education  program  for  South  Dakota  and  stated  that 
the  Regional  Medical  Program  has  provided  a $6,000 
grant  for  this  program.  He  briefly  reviewed  the 
APACHE  program  which  is  operated  by  the  University 
of  Texas  in  Austin  and  which  will  provide  several  hours 
of  educational  program  via  satellite  each  week.  Dr. 
Tracy  moved  that  either  Dr.  Heinrichs  or  a member  of 
the  Continuing  Education  Committee  attend  the  meeting- 
in  Austin,  Texas,  concerning  the  APACHE  program  as 
an  official  representative  of  the  State  Medical  Associa- 
tion. The  motion  was  seconded  by  Dr.  Begley  and  car- 
ried. 

Dr.  Karl  Wegner  gave  a progress  report  on  the  pro- 
motion work  for  a four  year  medical  school  and  stated 
that  a Citizens  Committee  has  been  formed  and  that 
a public  relation’s  man  has  been  hired  to  work  in  this 
regard.  Dr.  Gregg  urged  the  officers  and  councilors  to 
encourage  the  physicians  in  their  districts  to  contribute 
to  the  Citizens  Committee  not  only  as  district  medical 
societies  but  also  on  an  individual  basis.  Dr.  Taylor 
reported  on  the  work  of  the  LRC  Committee  studying 
the  medical  school  and  stated  that  a final  report  must 
be  submitted  to  the  Governor  by  December  1.  The 
Council  discussed  various  program  proposals  being- 
made  for  the  Medical  School  by  other  than  medical 
school  administrators.  Dr.  Begley  moved  that  the  State 
Medical  Association  endorse  the  funding  of  a four  year 
degree  granting  medical  school  as  a prime  priority, 
and  that  this  program  not  be  tied  to  any  other  edu- 
cational program.  The  motion  was  seconded  by  Dr. 
Lushbough  and  carried.  Dr.  Sattler  moved  that  the 
Council  recommend  that  the  State  Medical  Association 
and  the  degree  granting  medical  school  work  closely 
with  the  Health  Department  in  future  study  of  health 
care  needs  for  South  Dakota.  The  motion  was  seconded 
by  Dr.  Quinn  and  carried.  Dr.  Tracy  moved  that  the 
Council  request  physicians  to  clear  all  press  releases 
regarding  the  Medical  School  with  Dr.  Sattler,  Dr. 
Wegner,  Mr.  Johnson  or  Mr.  John  Olson,  Chairman  of 
the  Citizens  Committee.  The  motion  was  seconded  by 
Dr.  Begley  and  carried.  Dr.  Quinn  moved  that  a special 
letter  be  sent  to  each  physician  in  South  Dakota  stating 
the  policy  of  the  Association  with  regard  to  press  re- 
leases concerning  the  medical  school.  The  motion  was 
seconded  by  Dr.  Tracy  and  carried.  The  Council  con- 
sidered the  proposed  dinner  to  be  held  for  the  mem- 
bers of  the  Appropriations  Committee  during  the  legis- 
lative session.  Dr.  Lushbough  moved  that  Dr.  Sattler, 
Dr.  Wegner  and  Mr.  Johnson  attend  this  dinner  and 
invite  other  physicians  and  Commission  members  who 
are  knowledgable  about  the  medical  school  proposal 
to  attend.  The  motion  was  seconded  by  Dr.  Tracy  and 
carried. 

Dr.  Wegner  discussed  a resolution  which  will  be 
presented  at  the  AMA  Clinical  Meeting  in  Anaheim 
concerning  the  phasing  out  of  two  year  medical  schools. 
Dr.  Tracy  moved  that  Dr.  Quinn  and  Dr.  Wegner  form- 
ulate a response  to  the  AMA  Committee  on  Medical 
Education  regarding  the  two  year  medical  school  in 
South  Dakota.  The  motion  was  seconded  by  Dr.  Lewis 
and  carried. 
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The  Council  recessed  for  lunch  at  12:30  and  recon- 
vened at  1:20. 

Dr.  Gerber  presented  the  report  of  the  Commission 
on  Medical  Service. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  MEDICAL  SERVICE 
1:30  P.M.  Executive  Office 

Saturday,  Sept.  8,  1973  Sioux  Falls,  South  Dakota 

The  meeting-  was  called  to  order  by  B.  C.  Gerber, 
M.D.,  Chairman  of  the  Commission.  Those  present  for 
roll  call  were  Doctors  B.  C.  Gerber,  R.  F.  Hubner,  J.  A. 
Rud,  David  Holzwarth,  Warren  Jones,  Guy  Tam, 
Howard  Saylor,  .Anton  Petres,  Curtis  Wait  and  John 
Hoskins.  Also  in  attendance  was  T.  H.  Sattler,  M.D., 
President  of  the  South  Dakota  State  Medical  Associa- 
tion. Dr.  Jones  moved  to  dispense  with  the  reading 
of  the  minutes  of  the  previous  meeting  inasmuch  as 
they  have  been  published.  The  motion  was  seconded 
by  Dr.  Petres  and  carried. 

Dr.  Saylor  reviewed  the  proposed  drug  program  un- 
der Title  19.  Dr.  Jones  moved  that  the  Commission 
recommend  to  the  Council  that  the  State  Medical  As- 
sociation endorse  the  concept  of  a state  administered 
drug  prescription  program.  The  motion  was  seconded 
by  Dr.  Peteres  and  carried. 

The  Commission  considered  the  Council’s  recom- 
mendation to  evaluate  the  student  health  care  programs 
in  schools  of  higher  education.  Dr.  Gerber  indicated  he 
will  contact  the  state  schools  of  higher  education  and 
request  information  on  the  adequacy  of  health  care 
at  those  institutions.  Dr.  Saylor  will  contact  the  pri- 
vate schools  of  higher  education  and  request  the  same 
information.  Dr.  Gerber,  Dr.  Hubner  and  Dr.  Saylor 
will  then  review  the  information  received  and  formu- 
late a report  for  the  spring  Commission  meeting. 

The  Commission  considered  the  resolution  referred 
from  the  House  of  Delegates  concerning  cytogenetic 
analysis  coverage  by  Blue  Shield.  Mr.  Ben  Johnson 
and  Mr.  Peter  Galindo  presented  the  opinions  of  the 
Blue  Shield  staff  regarding  this  resolution.  The  Com- 
mission noted  that  recent  information  indicated  that 
the  Crippled  Children’s  Program  will  cover  the  costs  of 
cytogenetic  analysis.  Dr.  Holzwarth  moved  that  the 
Commission  recommend  to  the  Council  that  cytogenetic 
analysis  coverage  by  Blue  Shield  not  be  included  in  the 
standard  Blue  Shield  contracts  since  it  appears  to  be 
adequately  covered  by  other  agencies  such  as  the 
Crippled  Children’s  Program.  The  motion  was  seconded 
by  Dr.  Saylor  and  carried. 

The  Commission  considered  the  resolution  referred 
from  the  House  of  Delegates  concerning  coverage  by 
Blue  Shield  for  office  and  clinic  minor  surgery  room, 
tray  and  supply  charges.  Dr.  Saylor  moved  that  the 
Commission  recommend  to  the  Council  that  separate 
charges  for  office  and  clinic  minor  surgery  room,  tray 
and  supply  charges  not  be  covered  by  Blue  Shield  and 
that  such  charges  should  be  included  in  the  regular- 
total  charge  by  the  physician.  The  motion  was  sec- 
onded by  Dr.  Tam  and  carried. 

The  Commission  considered  the  request  that  Blue 
Shield  pay  a surgical  assistant’s  fee  to  a Medex  when 
he  is  used  as  a surgical  assistant.  Mr.  Ben  Johnson 
and  Mr.  Galindo  stated  that  by  law  Blue  Shield  can  pay 
only  for  those  services  rendered  by  an  M.D.  or  a D.O. 
Dr.  Jones  moved  that  the  Commission  recommend  to 
the  Council  that  Blue  Shield  continue  in  their  present 
policy  of  paying  surgical  assistants’  fees  to  M.D.’s  and 
D.O.’s  only.  The  motion  was  seconded  by  Dr.  Hoskins 
and  carried. 

Dr.  Saylor  reviewed  the  minutes  of  the  Subcommittee 
on  Sports  Medicine. 

GUIDELINES  FOR  HIGH  SCHOOL  ATHLETES’ 
PHYSICAL  EXAMINATIONS 

1.  The  Committee  recommends  that  as  a minimum 
screening  evaluation,  the  physical  examination 
should  include  an  evaluation  of  the  cardio-respira- 
tory  system,  evaluation  of  the  musculoskeletal  sys- 
tem, checking  for  hernia  and  an  optional  urinalysis. 


2.  Guidelines  for  injury  during  participation. 

a.  If  a participant  is  rendered  unconscious  during 
a game,  he  should  not  be  allowed  to  play  during 
that  quarter. 

b.  If  a participant  is  unconscious  and  does  not  re- 
gain consciousness  immediately,  he  should  not 
play  for  the  remainder  of  that  game,  he  should 
not  play  for  one  week,  and  he  should  have  a 
complete  physical  examination  before  returning 
to  varsity  competition. 

c.  If  a participant  is  rendered  unconscious  three 
times  in  one  season,  he  should  not  be  allowed  to 
play  for  the  rest  of  the  entire  season. 

d.  All  other  injuries  should  be  evaluated  by  the 
team  physician  or  family  physician  prior  to  re- 
turning to  competitive  athletics,  with  particular 
emphasis  on  contact  sports. 

3.  The  Committee  recommends  that  an  ambulance  or 
some  sort  of  emergency  vehicle  should  be  available 
at  the  playing  field,  if  at  all  possible. 

4.  The  Committee  recommends  that  unless  an  organic 
heart  murmur  is  found,  a heart  murmur  would  not 
necessarily  be  disqualifying  for  a candidate  for  high 
school  athletics. 

5.  The  Committee  recommends  that  all  participants 
should  be  trained  to  give  artificial  respiration  at  the 
beginning  of  the  sports  season.  Coaches  should  be 
trained  in  first  aid  and  taping  on  a continuing  basis. 

6.  The  Committee  recommends  that  weight  limits  for 
wrestling  should  be  on  the  recommendation  and 
guidance  of  the  family  physician. 

7.  The  Committee  recommends  that  attempts  at  some 
sort  of  contractual  remunerative  program  be  ne- 
gotiated between  the  participating  schools  and  the 
available  medical  personnel,  to  include  the  athletic 
screening  evaluations  and  participation  during  var- 
sity contests. 

8.  The  Committee  recommends  that  this  type  of  ath- 
letic screening  evaluation  (including  urinalysis)  be 
given  the  equivalent  of  one  unit  on  the  Relative 
Value  Study. 

9.  The  Committee  recommends  continued  use  of  the 
standard  form  currently  being  used  by  the  High 
School  Activities  Association. 

After  reviewing  the  report  Dr.  Tam  moved  that  Item 
1.  be  changed  omitting  “optional  urinalysis”  to  state 
that  at  least  a dip  stick  urinalysis  be  included  in  the 
minimum  screening  evaluation.  The  motion  was  sec- 
onded by  Dr.  Jones  and  carried.  The  Subcommittee 
report  was  corrected  to  include  Item  10.  which  states 
that  examinations  must  be  made  in  late  summer  and 
early  fall  and  no  later  than  September  1.  Dr.  Saylor 
moved  that  this  report  as  amended  be  submitted  to  the 
Council  as  a preliminary  outline  for  their  consideration 
and  suggestions  and  then  be  returned  to  the  Commis- 
sion for  final  action  at  the  spring  Commission  meet- 
ing. The  motion  was  seconded  by  Dr.  Petres  and 
carried. 

Mr.  Johnson  discussed  the  proposed  workshops  for 
new  physicians  in  the  state  which  are  presented 
through  the  AMA.  Dr.  Saylor  moved  that  the  executive 
office  investigate  the  possibility  of  allocating  four  or 
five  reservations  for  South  Dakota  physicians  at  a 
workshop  in  one  of  the  surrounding  states.  The  motion 
was  seconded  by  Dr.  Tam  and  carried. 

The  Commission  reviewed  the  MUHS  pilot  program 
evaluation  and  accepted  this  report  for  their  informa- 
tion. 

The  meeting  adjourned  at  3:30  p.m. 

The  Council  considered  the  Guideline’s  for  High 
School  Athletes’  Physical  Examinations.  Dr.  Tracy 
moved  that  No.  10  be  amended  to  read,  “The  Commit- 
tee recommends  that  physical  examinations  done  will 
suffice  for  a twelve  month  period  of  time.”  The  motion 
was  seconded  by  Dr.  Bell  and  carried.  Dr.  Bell  moved 
that  No.  7 and  No.  8 be  omitted  from  the  Guidelines. 
The  motion  was  seconded  by  Dr.  Tracy  and  carried. 
Dr.  Tracy  moved  that  the  Council  accept  the  Guide- 
lines as  amended.  The  motion  was  seconded  by  Dr. 
Lushbough  and  carried. 

Dr.  Gerber  discussed  the  proposed  drug  program 
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under  Title  19.  Dr.  Bell  moved  that  the  Council  refer 
this  matter  back  to  the  Commission  on  Medical  Service 
for  additional  study  and  for  discussions  with  the 
pharmacists  and  the  State  agency  involved.  The  motion 
was  seconded  by  Dr.  Begdey.  The  motion  failed.  Dr. 
Begley  moved  that  the  State  Association  oppose  the 
adoption  of  a formulary  and  that  the  determination  of 
a pharmacist’s  fee  be  left  up  to  the  pharmacists  and 
the  Welfare  Department.  The  motion  was  seconded 
by  Dr.  Tracy  and  carried.  The  Council  directed  the 
executive  office  to  provide  information  on  this  proposed 
program  to  the  Council  members. 

Dr.  Tracy  moved  that  the  Council  accept  the  report 
of  the  Commission  on  Medical  Service  as  amended. 
The  motion  was  seconded  by  Dr.  Taylor  and  carried. 

Dr.  Gross  presented  the  report  of  the  Commission 
on  Scientific  Medicine. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  SCIENTIFIC  MEDICINE 
September  8,  1973 
Executive  Office 
Sioux  Falls,  S.  D. 

The  meeting  was  called  to  order  at  9:45  a.m.  by 
Chairman  H.  Phil  Gross,  M.D.  Present  for  roll  call 
were  Drs.  Gross,  R.  R.  Thornton,  Joseph  Kass,  R.  B. 
Leander,  E.  J.  Perry  and  B.  T.  Otey.  Also  in  attendance 
was  T.  H.  Sattler,  M.D.,  President  of  the  State  Medical 
Association. 

A discussion  was  held  on  the  format  of  the  annual 
meeting  scientific  session.  Dr.  Thornton  moved  that 
the  Commission  recommend  that  the  format  be  changed 
to  two  half  day  sessions  on  Friday  and  Saturday,  rather 
than  devoting  all  day  Saturday  to  the  scientific  pro- 
gram, leaving  Saturday  afternoon  open  for  specialty 
society  meetings  and  small  committee  meetings.  The 
motion  was  seconded  and  carried. 

Dr.  Thornton  moved  that  the  general  sessions  be 
held  on  Friday  and  the  three  concurrent  discussions  be 
held  on  Saturday  morning.  The  motion  was  seconded 
and  carried. 

After  an  in-depth  discussion  the  following  format  is 
recommended  to  the  Council  for  the  1974  annual  meet- 
ing to  be  held  May  31,  June  1 and  2,  in  Aberdeen,  South 
Dakota: 

FRIDAY,  MAY  31 
9:00  a.m.  House  of  Delegates 
9:30  a.m.  Blue  Shield  Corporate  Body 
10:00  a.m.  Reference  Committees 
11:15  a.m. 
to 

12  noon  First  General  Session  Lecture 
Noon  to  1:30  p.m.  Lunch 
1:30-  2:15  p.m.  Second  Lecture 
2:15-  2:30  p.m.  Coffee  Break 
2:30-  3:15  p.m.  Third  Lecture 

SATURDAY,  JUNE  1 
9:00-10:00  a.m.  Three  Concurrent  Workshops 
10:00-10:15  a.m.  Coffee  Break 
10:15-11:15  a.m.  Three  Concurrent  Workshops 
11:15-12:15  p.m.  Three  Concurrent  Workshops 

The  balance  of  the  afternoon  would  be  open  for 
specialty  society  meetings,  possibly  preceded  by 
a luncheon,  small  committee  meetings  if  required 
and  continuation  of  Reference  Committee  meetings 
if  necessary. 

The  Commission  also  recommended  that  the  Council 
consider  setting  up  an  open  forum  discussion  on  Thurs- 
day afternoon.  May  30,  on  a subject  of  general  interest 
to  the  physicians  in  South  Dakota  such  as  PSRO’s  or 
malpractice  problems. 

The  Commission  discussed  various  subjects  which 
could  be  considered  for  inclusion  on  the  annual  meet- 
ing scientific  program.  The  following  Commission 
members  were  assigned  to  investigate  possible  speak- 
ers for  the  indicated  subject. 

Coronary  Bypass  — Dr.  Perry 
Lithium  — Dr.  Leander 

Colonoscope,  Duodenoscope,  Gastroscope  — 

Dr.  Kass 


Joint  Replacement  — Dr.  Gross 
Liver  Scanning  — Dr.  Perry 
Blood  Banking  — Drs.  Gross  and  Leander 
Physician  Assistants  — Dr.  Otey 

It  was  determined  that  the  Commission  would  meet 
again  in  October  to  finalize  the  selection  of  speakers. 

The  Commission  briefly  discussed  the  mosquito  con- 
trol programs  for  the  Oahe  Project.  Dr.  Perry  moved 
that  the  Commission  table  consideration  of  this  subject 
at  the  present  time.  The  motion  was  seconded  and 
carried. 

Dr.  Thornton  discussed  the  South  Dakota  law  re- 
garding reporting  of  live  births  and  the  faulty  statis- 
tics that  are  gathered  as  a result  of  reporting  require- 
ments. Dr.  Leander  indicated  that  the  World  Health 
Organization  is  now  developing  guidelines  for  uniform 
reporting  standards.  Dr.  Thornton  will  discuss  this 
matter  with  the  South  Dakota  Ob-Gyn  Society  and 
bring  back  their  recommendations  to  the  Commission 
for  review. 

The  Commission  reviewed  material  submitted  by  an 
individual  who  was  considering  opening  a weight  con- 
trol salon  and  had  asked  the  Commission  for  an 
opinion  as  to  the  medical  validity  of  the  diets.  The 
plan  would  provide  special  diets  for  diabetics,  preg- 
nant women  and  those  with  hypoglycemia  who  had 
weight  control  problems.  The  diet  also  contained  food 
supplements  which  would  be  sold  to  those  enrolled 
in  the  program.  The  Commission  did  not  make  any 
recommendations  concerning  this  matter  inasmuch  as 
it  was  felt  that  the  individual  might  be  in  violation  of 
the  South  Dakota  Code  by  treating  medical  problems. 
It  was  felt  that  the  legality  of  the  program  should  be 
checked  out  with  an  attorney  inasmuch  as  the  Com- 
mission is  in  no  position  to  recommend  such  a pro- 
gram. 

It  was  determined  that  the  next  meeting  of  the 
Commission  would  be  held  on  Saturday,  October  13, 
at  the  Ramada  Inn,  Sioux  Falls,  at  10:30  a.m. 

The  meeting  adjourned  at  11:30  a.m. 

The  Council  recommended  that  on  the  first  day  of 
the  annual  meeting  the  morning  be  devoted  entirely 
to  business  sessions  and  that  the  first  general  scien- 
tific session  be  moved  from  11:15  a.m.  to  1:30  p.m. 
Dr.  Mead  moved  that  the  Council  accept  the  report 
of  the  Commission  on  Scientific  Medicine  as  amended. 
The  motion  was  seconded  by  Dr.  Seaman  and  carried. 

Dr.  Bell  discussed  his  experience  with  a malpractice 
case  for  the  Council’s  information.  Mr.  Johnson  an- 
nounced that  the  Endowment  Association  plans  to  spon- 
sor a medical-legal  panel  program  at  the  upcoming 
Medical  School  Recognition  Days.  Dr.  Quinn  stated 
that  a list  of  the  paid  malpractice  professional  wit- 
nesses is  available  through  the  Minnesota  Medical  As- 
sociation and  he  requested  that  the  executive  office 
obtain  such  a list  for  our  records. 

Dr.  Leigh  presented  information  on  chiropractors 
performing  medical  examinations  for  commercial  ve- 
hicle drivers.  Dr.  Heinrichs  moved  that  the  Councilors 
bring  this  matter  to  the  attention  of  their  district  mem- 
bers and  urge  their  members  to  write  letters  opposing 
this  proposed  rule  to  the  Director,  Bureau  of  Motor 
Carrier  Safety,  Washington,  DC  20590.  The  motion 
was  seconded  by  Dr.  Sattler  and  carried.  The  executive 
office  was  directed  to  send  additional  information  re- 
garding chiropractic  problems  to  the  district  secre- 
taries. 

Mr.  Johnson  discussed  preceptor  recruitment  in 
South  Dakota  for  the  MEDEX  program  of  the  Univer- 
sity of  North  Dakota.  Dr.  Tracy  moved  that  the  Coun- 
cil advise  the  MEDEX  program  administrators  that 
at  the  present  time  the  Association  has  other  more 
urgent  endeavors  and  therefore  would  not  be  interested 
in  participating  in  the  MEDEX  program.  The  motion 
was  seconded  by  Dr.  Heinrichs  and  carried. 

The  Council  considered  a request  from  the  Greater 
South  Dakota  Association  for  assistance  with  regard 
to  maintaining  the  present  Right  to  Work  law.  Dr. 
Tracy  moved  that  the  Council  endorse  the  work  of  the 
Greater  South  Dakota  Association  to  maintain  the 
present  Right  to  Work  law  morally,  but  not  financially. 
The  motion  was  seconded  by  Dr.  Ryan  and  carried. 
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The  Council  directed  the  Chairman  of  the  Council  to 
select  three  physicians  whose  names  will  be  submitted 
to  the  Greater  South  Dakota  Association  for  member- 
ship on  the  Board  of  Directors  of  the  South  Dakota 
Citizens  Committee  for  Right  to  Work,  or  on  its  Ad- 
visory Board. 

Mr.  Johnson  discussed  the  problem  regarding  the 
designation  “P.A.”  He  stated  that  physician  corpora- 
tions may  use  the  initials  P.A.,  but  that  physician  as- 
sistants will  not  be  allowed  to  utilize  these  initials. 
Dr.  Tracy  moved  that  the  Council  refer  to  the  appro- 
priate Commission  the  problem  of  selecting  a uniform 
initial  designation  for  physician  assistants.  The  motion 
was  seconded  by  Dr.  Sattler  and  carried. 

The  Council  considered  the  recommendation  of  the 
State  Utilization  and  Insurance  Review  Committee  re- 
garding proposals  from  Aetna  Life  and  Casualty  Com- 
pany. Dr.  Tracy  moved  that  the  Council  accept  the 
report  as  submitted  and  that  an  appropriate  letter  be 
sent  to  Aetna.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

The  Council  considered  a request  from  the  AMA 
Council  on  Medical  Service  for  nominations  to  the  six 
standing  committees.  The  Council  members  were 
urged  to  submit  names  of  appropriate  physicians  along 
with  biographical  information  for  submission  to  the 
AMA  prior  to  the  Clinical  Meeting  on  November  30. 

The  Council  considered  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
1:30  P.M.  Executive  Office 

Saturday,  Sept.  8,  1973  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  R.  G.  Gere,  M.D., 
Chairman,  at  1:30  p.m.  Present  for  roll  call  were  Doc- 
tors Gere,  Bill  Church,  R.  W.  Honke,  R.  J.  Foley,  V. 
Janavs,  R.  R.  Lawrence,  M.  R.  Cosand,  R.  B.  Henry 
and  A.  A.  Lampert.  Mrs.  Bill  Church  attended  the 
meeting  as  the  Auxiliary  Legislative  Chairman.  Also 
in  attendance  were  J.  B.  Gregg,  M.D.  and  T.  H.  Sattler, 
M.D. 

A discussion  was  held  on  the  advisability  of  naming- 
specific  physicians  to  act  as  liaison  with  each  South 
Dakota  legislator.  It  was  suggested  that  SoDaPAC 
take  the  responsibility  for  setting  up  this  program. 
Each  Board  member  could  be  responsible  for  setting- 
up the  program  in  his  home  district  medical  society 
and  directing  the  activities  to  insure  that  each  legis- 
lator is  aware  of  medicine’s  interest  in  political  ac- 
tivities. Dr.  Church  moved  that  the  Commission 
recommend  to  the  Council  that  SoDaPAC  be  asked 
to  accept  the  responsibility  for  this  program.  The 
motion  was  seconded  and  carried. 

A discussion  was  held  on  acupuncture  and  the  possi- 
bility of  legislation  being  introduced  at  the  1974  ses- 
sion dealing  with  this  subject.  The  Commission  was 
informed  of  the  policy  statement  of  the  South  Dakota 
State  Board  of  Medical  and  Osteopathic  Examiners 
regarding  acupuncture  which  states  that  it  constitutes 
the  practice  of  medicine  and  as  such  is  to  be  per- 
formed only  by  licensed  doctors  of  medicine  or  osteo- 
pathy in  controlled  scientific  situations.  The  executive 
office  was  directed  to  obtain  a copy  of  the  law  passed 
by  Nevada  for  the  information  of  the  Commission. 

Dr.  Church  moved  that  the  Commission  recommend 
to  the  Council  that  the  Association  endorse  the  state- 
ment of  the  Board  of  Medical  and  Osteopathic  Ex- 
aminers that  acupuncture  is  the  practice  of  medicine 
and  should  be  under  the  control  of  that  Board;  that 
the  validity  of  this  procedure  has  not  been  proven 
to  date  and  that  special  training  should  be  required 
and  that  a doctor  of  medicine  or  doctor  of  osteopathy 
must  be,  in  the  opinion  of  the  Board,  qualified  to  per- 
form acupuncture.  The  motion  was  seconded  by  Dr. 
Cosand. 

The  Commission  discussed  the  degree  granting  medi- 
cal school  and  the  legislation  that  may  be  considered 
by  the  1974  Legislature.  Mr.  Johnson  reported  on  the 
activities  of  the  Citizens  Advisory  Committee  on  Medi- 


cal Education  and  indicated  that  a campaign  will  be 
directed  by  this  group  to  provide  information  on  the 
proposal  after  the  report  of  the  LRC  Committee  has 
been  released  this  fall.  Each  member  of  the  Com- 
mission was  asked  to  devote  time  this  fall  to  inform 
local  legislators  of  the  facts  concerning-  the  degree 
granting  school  and  that  the  position  of  the  South  Da- 
kota State  Medical  Association  has  not  changed  in 
support  of  the  four-year  school. 

Dr.  Church  moved  that  the  Commission  recommend 
to  the  Council  that  a dinner  be  held  for  the  Joint  Ap- 
propriations Committee,  to  be  hosted  by  the  Commis- 
sion on  Legislation  and  Governmental  Relations,  early 
in  the  session  in  Pierre.  The  motion  was  seconded  by 
Dr.  Foley  and  carried.  The  executive  office  was  di- 
rected to  notify  the  Commission  when  this  dinner  has 
been  arranged,  after  approval  has  been  given  by  the 
Council.  A Commission  meeting  will  be  held  that  after- 
noon in  Pierre. 

The  Commission  discussed  the  Certificate  of  Need 
legislation  and  the  request  of  the  Hospital  Association 
to  support  changes  in  the  1974  legislative  session, 
which  would  make  the  legislation  more  effective.  Dr. 
Cosand  moved  that  the  Commission  recommend  to  the 
Council  that  the  Association  indicate  its  interest  and 
understanding  of  the  problem.  However,  before  sup- 
port can  be  given  to  any  amendments,  it  would  be 
necessary  to  receive  copies  of  the  amendments  for  re- 
view. The  motion  was  seconded  and  carried. 

The  Commission  discussed  the  possibility  of  anti- 
substitution legislation  being  introduced  in  the  1974 
South  Dakota  Legislature  and  reviewed  the  corres- 
pondence received  from  the  American  Medical  Associa- 
tion on  this  subject.  Dr.  Foley  moved  that  the  Com- 
mission recommend  to  the  Council  that  the  South  Da- 
kota State  Medical  Association’s  position  regarding 
anti-substitution  laws  be  in  favor  of  retaining  the  law 
in  its  present  form.  The  motion  was  seconded  and 
carried. 

The  Commission  discussed  government  reorganiza- 
tion in  the  State  of  South  Dakota.  Dr.  Cosand  moved 
that  the  Commission  recommend  to  the  Council  that 
the  Commission  on  Communications,  Liaison  and  In- 
ternal Affairs  be  authorized  to  contact  other  state 
boards  regarding  the  method  of  appointment  of  their 
consumer  members  with  the  intent  of  establishing  a 
standard  method  of  presenting  nominees  to  the  Gov- 
ernor for  consideration  prior  to  appointment  of  the 
consumer  representative.  The  motion  was  seconded  and 
carried. 

Mr.  Johnson  discussed  the  implementation  of  the 
Physician’s  Assistant  Law  and  the  placement  of  these 
people  in  South  Dakota. 

Dr.  Church  moved  that  the  Commission  recommend 
to  the  Council  that  R.  G.  Gere,  M.D.,  Chairman  of  the 
Commission,  and  Mr.  Robert  D.  Johnson,  Executive 
Secretary,  be  empowered  to  act  on  behalf  of  the  South 
Dakota  State  Medical  Association  on  legislative  mat- 
ters during  the  1974  legislative  session  in  situations 
that  require  this  authority.  The  motion  was  seconded 
and  carried. 

Dr.  A.  A.  Lampert  was  requested  to  report  to  the 
Commission  in  January  on  the  present  status  of  PSRO 
regulations,  as  well  as  other  pertinent  national  legis- 
lation. 

The  meeting  adjourned  at  3:30  p.m. 

Dr.  Lushbough  moved  that  the  Council  accept  the 
suggestion  of  the  Commission  that  SoDaPAC  take  the 
responsibility  for  establishing  a program  of  liaison 
between  physicians  and  legislators.  The  motion  was 
seconded  by  Dr.  Ryan  and  carried.  Dr.  Westaby  dis- 
cussed government  reorganization  as  it  affects  the 
State  Health  Department  for  the  Council’s  information. 
The  Council  considered  that  portion  of  the  Commission 
report  relating  to  acupuncture.  Dr.  Sattler  moved  that 
the  recommendation  of  the  Commission  regarding  acu- 
puncture be  accepted  with  the  following  being  deleted. 

“that  the  validity  of  this  procedure  has  not  been 
proven  to  date  and  that  special  training  should  be 
required  and  that  a doctor  of  medicine  or  doctor 
of  osteopathy  must  be,  in  the  opinion  of  the  Board, 
qualified  to  perform  acupuncture.” 
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The  motion  was  seconded  by  Dr.  Beg'ley  and  carried. 

Dr.  Lushbough  moved  that  the  Council  accept  the 
recommendation  of  the  Commission  that  other  state 
boards  be  contacted  regarding  the  method  of  appoint- 
ment of  their  consumer  members.  The  motion  was 
seconded  by  Dr.  Lewis  and  carried. 

Dr.  Tracy  moved  that  Mr.  Robert  Johnson  and  R.  G. 
Gere,  M.D.  be  empowered  to  act  on  behalf  of  the  State 
Medical  Association  regarding  legislative  matters  for 
the  upcoming  legislative  session.  The  motion  was 
seconded  by  Dr.  Lushbough  and  carried. 

Dr.  Taylor  moved  that  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations  be  accepted 
as  amended.  The  motion  was  seconded  by  Dr.  Heinrichs 
and  carried. 

Dr.  Heinrichs  reported  on  possible  legislation  to  be 
proposed  by  the  Pediatric  Society  for  the  Council’s 
information. 

The  Council  considered  the  report  of  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
9:30  A.M.  Executive  Office 

Saturday,  Sept.  8,  1973  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  9:30  a.m.  by  John 
Barlow,  M.  D.,  Chairman  of  the  Commission.  Those 
present  for  roll  call  were  Doctors  J.  F.  Barlow,  C.  R. 
Stoltz,  Loren  Amundson,  Mary  Sanders,  R.  E.  Shaskey, 
Warren  Golliher,  T.  A.  Hohm,  S.  M.  Doubrava  and  R. 
E.  Van  Demark.  Also  in  attendance  was  T.  H.  Sattler, 
M.D.,  President  of  the  South  Dakota  State  Medical 
Association. 

Dr.  Sanders  moved  that  the  minutes  of  the  previous 
meeting  be  accepted  as  published.  The  motion  was 
seconded  by  Dr.  Amundson  and  carried. 

The  Commission  reviewed  the  August  financial  re- 
port. Dr.  Golliher  moved  that  the  Commission  accept 
this  report.  The  motion  was  seconded  by  Dr.  Shaskey 
and  carried. 

Mr.  Johnson  introduced  three  representatives  from 
South  Dakota’s  Educational  TV  Programming.  They 
discussed  a series  of  programs  “The  Killers”  to  be  pro- 
duced by  national  educational  television  and  followed 
by  local  programs  produced  by  South  Dakota’s  educa- 
tional television.  They  requested  financial  support  for 
the  five  programs  which  will  cost  approximately  $5,000 
to  produce  and  the  appointment  of  physician  advisors 
to  be  used  as  consultants  in  producing  each  of  the  five 
local  programs.  The  Commission  directed  Dr.  Barlow 
to  contact  the  various  specialty  associations,  such  as 
the  Heart  Association  and  the  Cancer  Association,  to 
select  an  individual  to  review  the  national  program 
pertaining  to  his  field  and  act  in  an  advisory  capacity 
to  the  local  TV  production.  Dr.  Amundson  moved  that 
the  Commission  recommend  to  the  Council  that  the 
State  Medical  Association  contribute  $500  to  local  edu- 
cational TV  for  production  of  these  programs.  The 
motion  was  seconded  by  Dr.  Sanders  and  carried. 

Mr.  Johnson  discussed  a hospital  money  insurance 
plan  for  the  physicians  in  South  Dakota.  No  action 
was  taken  on  this  proposal. 

The  Commission  reviewed  a letter  regarding  the 
RMP  Dial-a-Tape  Service.  The  Commission  regret- 
fully noted  the  discontinuance  of  the  Free  Dial-a-Tape 
Service  for  South  Dakota  physicians. 

The  Commission  considered  the  recommendation  of 
the  Budget  and  Audit  Committee  to  charge  Association 
members  a $5  subscription  fee  for  the  SOUTH  DA- 
KOTA JOURNAL  OF  MEDICINE.  Dr.  Stoltz  moved 
that  the  Commission  following  review  of  the  proposed 
$5  subscription  charge  recommend  to  the  Council  that 
the  subscription  charge  not  be  instituted  at  this  time. 
The  motion  was  seconded  by  Dr.  Doubrava  and  car- 
ried. 

Dr.  Doubrava  introduced  a statement  pertaining  to 
respiratory  therapists.  Following  discussion  Dr.  Sand- 
ers moved  that  the  Commission  recommend  to  the 
Council  that  the  following  statement  of  policy  be 


adopted  by  the  South  Dakota  State  Medical  Association 
and  distributed  to  the  membership: 

Statement  of  Respiratory  Therapy 

Be  It  Resolved  that  the  South  Dakota  State  Medical 
Association  encourage  all  physicians  to  utilize  the 
services  of  a qualified  registered  respiratory  therapist, 
when  available,  and 

Be  It  Further  Resolved  that  the  District  Medical 
Societies  be  encouraged  to  devote  a portion  of  their 
scientific  program  once  each  year  to  acquaint  them- 
selves with  recent  advances  in  respiratory  therapy 
modalities. 

The  motion  was  seconded  by  Dr.  Amundson  and 
carried. 

Mr.  Johnson  introduced  the  members  of  the  Board 
of  Trustees  of  the  Hospital  Association  who  discussed 
problems  of  mutual  concern  to  the  Hospital  Association 
and  the  Medical  Association,  including  physician  mem- 
bership on  hospital  Boards  of  Trustees,  PSRO,  Con- 
tinuing Education  and  Certificate  of  Need  legislation. 
Some  hospital  administrators  indicated  they  do  have 
physician  members  on  their  Boards  of  Trustees  and 
others  indicated  that  their  bylaws  are  being  changed 
to  allow  physician  members.  It  was  the  consensus  of 
opinion  among  the  Commission  members  that  physi- 
cians should  be  allowed  to  serve  on  the  hospitals’ 
Boards  of  Trustees.  With  regard  to  PSRO  the  Com- 
mission was  appraised  of  three  meetings  to  be  held 
September  17,  18  and  19  in  Sioux  Falls,  Watertown 
and  Rapid  City,  for  hospital  Chiefs  of  Staffs  and  mem- 
bers of  Utilization  and  Insurance  Review  Committees. 
Mr.  Johnson  indicated  that  notification  has  been  sent 
to  the  hospitals  in  South  Dakota  urging  those  physi- 
cians to  attend.  Mr.  Johnson  briefly  reviewed  the  vol- 
untary continuing  medical  education  program  which 
has  been  estabilshed  in  South  Dakota  and  which  will 
work  through  the  Directors  of  Medical  Education  in 
twelve  hospitals  in  South  Dakota,  one  hospital  in  each 
of  the  twelve  districts.  The  Hospital  Association  pre- 
sented questions  concerning  the  Certificate  of  Need 
Law  and  requested  assistance  in  solving  these  prob- 
lems. Dr.  Sanders  moved  that  the  Commission  recom- 
mend to  the  Council  that  two  members  of  the  State 
Association  be  appointed  to  serve  on  a study  group, 
along  with  Mr.  Lyle  Schroeder  and  Mr.  Dean  Driscoll 
of  tbe  Hospital  Association,  to  determine  what  chang- 
es, if  any,  are  necessary  in  the  Certificate  of  Need 
Law.  Dr.  Sattler  discussed  the  proposal  for  the  four 
year  medical  school  and  requested  the  support  of  the 
Hospital  Association.  The  Hospital  Association  indi- 
cated interest  in  the  proposal  and  stated  their  intention 
to  invite  Dr.  Karl  Wegner  to  speak  at  their  state  con- 
vention in  late  September. 

The  meeting  adjourned  at  1:00  p.m. 

The  Council  discussed  the  recommendation  of  the 
Commission  that  $500  be  donated  to  South  Dakota  edu- 
cational television  to  assist  in  the  production  of  five 
educational  programs.  Dr.  Sattler  moved  that  this 
matter  be  referred  to  the  Continuing  Education  Com- 
mittee to  determine  if  monies  are  available  through 
the  Regional  Medical  Program  grant  to  help  under- 
write these  programs.  The  motion  was  seconded  by 
Dr.  Lushbough  and  carried. 

Mr.  Johnson  discussed  the  recommendation  of  the 
Commission  that  Association  members  not  be  charged 
subscription  fees  for  the  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE.  Dr.  Tracy  moved  that  the  Council 
accept  the  recommendation  of  the  Commission.  The 
motion  was  seconded  by  Dr.  Ryan  and  carried. 

Dr.  Lushbough  moved  that  the  Council  accept  the 
statement  on  respiratory  therapy.  The  motion  was  sec- 
onded by  Dr.  Tracy  and  carried. 

Dr.  Quinn  moved  that  the  report  of  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison  be 
accepted  as  amended.  The  motion  was  seconded  by  Dr. 
Nemer  and  carried. 

Dr.  Quinn  invited  the  Councilors  to  express  their 
opinions  to  him  concerning  any  business  which  will 
be  discussed  at  the  AMA  Clinical  Meeting  next  month. 

Dr.  Tracy  reported  that  Dr.  Warren  Anderson,  Dr. 
Heinrichs  and  he  have  met  with  the  Welfare  Depart- 
(Continued  on  Page  40) 
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WE  NEED 
YOUR  HELP! 

THE  SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 
ASSOCIATION  NOW  HAS  $75,000  ON  LOAN  TO 
MEDICAL  STUDENTS. 

INCREASED  ENROLLMENT  WILL  MEAN  AN 
INCREASED  DEMAND  FOR  THESE  LOANS 

Please  Send  Your  Donations  to: 

SOUTH  DAKOTA  MEDICAL 
SCHOOL  ENDOWMENT 
ASSOCIATION 

711  NORTH  LAKE  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 
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ment  concerning  the  proposed  periodic  screening  pro- 
gram for  South  Dakota,  and  that  a complete  report 
will  be  submitted  to  the  Council  for  their  January 
meeting. 

Dr.  Sattler  discussed  the  inability  of  some  subcom- 
mittees working  on  the  Relative  Value  Study  Commit- 
tee to  formulate  reports.  Dr.  Sattler  moved  that  the 
Council  recommend  that  each  subcommittee  submit 
its  report  by  January  1,  1974,  and  if  a subcommittee 
report  is  not  submitted  by  that  date,  the  Relative 
Value  Study  Committee  take  arbitrary  action  to  es- 
tablish a Relative  Value  Study  at  that  time.  The  mo- 
tion was  seconded  by  Dr.  Tracy  and  carried. 

Dr.  Sattler  discussed  the  possibility  of  the  Endow- 
ment Association  endowing  a chair  for  family  practice 
at  the  medical  school.  Dr.  Sattler  moved  that  the 
State  Medical  Association  endorse  the  concept  of  the 
Endowment  Association  endowing  a family  practice 
chair  at  the  four  year  degree  granting  medical  school. 
The  motion  was  seconded  by  Dr.  Taylor  and  carried. 

Mr.  Johnson  discussed  the  letter  sent  to  all  doctors 
regarding  the  proposal  for  chiropractors  to  perform 
high  school  athletic  physical  examinations  and  urged 
the  physicians  to  contact  their  local  principals  and 
superintendents  regarding  this. 

Dr.  Lushbough  announced  that  the  South  Dakota 
Chapter  of  the  American  Association  of  Family 
Physicians  honored  Dr.  A.  P.  Reding  at  a dinner  in 
Denver  following  completion  of  his  19  year  term  as  a 
delegate  from  South  Dakota. 

Mr.  Johnson  announced  the  next  Council  meeting- 
will  be  held  on  Saturday,  January  12,  in  Sioux  Falls. 

The  meeting  adjourned  at  3:30  p.m. 
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